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WEDNESDAY 2 DECEMBER 1992 


Members present: 
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Mr James Clappison Mr Roger Sims 
Mr David Congdon Rev Martin Smyth 
Tessa Jowell Mr Michael Trend 


Mrs Jacqui Lait 


Memorandum Submitted by the Council of Deans of Dental Schools 
1. What are the trends in the numbers of students training as dentists over the last ten years? 
Over the past ten years there has been a marked decline in the number of students obtaining a first dental 
qualification, from 924 in 1981 to 789 in 1991. 
2. What are the trends in the academic quality of students applying to train as dentists over the last five years? 


The information available concerning students applying to dental schools is: 
Average grades 


No. of Ratio of achieved by 
applications No. of places applicants to candidates taking 
in the UK* offered available places up places 

NOS Ghee wed ase oo eae ek 9,656# 970@ 241 BBC 
LOOT RAE tral, eal td eenetane tse 7,620# 857@ Sa BBC 


* Each individual may apply to up to 5 Dental Schools. 
# Includes applications to Pre-med year. 
@ Includes places in Pre-med year and places reserved for overseas candidates. 


3. What information is available as to the prevailing attitudes of both teachers and students of dental medicine 
towards working within the NHS in each of the three categories: hospital dentistry, community dentistry and 
general practice? 


To the best of our available knowledge, no objective information is currently available on prevailing 
attitudes of teachers and students towards working in the NHS. 


4. What issues would you like the Department of Health’s Fundamental Review of dental remuneration to be 
specifically addressing? 


There are three principal issues which appear to be essential to the Review: Maintenance of the Independent 
Review Body, accurate determination of dentists target net income as soon as possible, and how to achieve 
the greatest good for the greatest number from dentistry’s share of a cash-limited budget. 


5. What is the difference, if any; between the procedures and standards of dental care taught at the dental schools 
and the procedures and standards currently practised in the NHS dental services? 


(i) How would you account for such differences as do exist? 
(ii) How is the level of quality of care provided by GDPs working within the NHS monitored? 


The differences arise from the requirements of teaching to the highest level of excellence on the one hand, 
and the practicalities of dental practice on the other. 


(i) The differences arise from the demands placed on the dentist to provide the level of service demanded 
by patients, and results from a shortfall of dental manpower. 


(ii) The quality of care provided by GDPs working within the NHS is not adequately monitored. 
Monitoring would require, for example, a means of sampling random population groups. The few 
Dental Reference Officers at present in post cannot do this. The National Surveys of Dental Health 
which are undertaken do give a good guide to quality, although these have shown that the nation is 
acceptably dentally healthy, and at the lowest cost in the world. 


The cost of printing and publishing these Minutes of Evidence is estimated by HMSO at £3,090. 
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6. What evidence is available as to the extent to which dental treatment is influenced by the system of 
remuneration? 


(i) What are the likely effects of a further move away from the fees per treatment system of remuneration 
on the type and quality of services provided by dentists within the NHS? 


(ii) What likely effects would a further move away from the fees per treatment system of remuneration have 
on the levels of activity of dentists providing NHS services? 


There is little hard evidence that changes in systems of remuneration have a permanent effect on dental 
treatment provision. The report of the capitation study on the provision of dental care for children over a 
three year period disclosed differences which were only minor. However, the situation for adult dental care 
may not be able to be inferred from this. 


(i) There appears to be a move away from the provision of a full range of NHS dental treatment in some 
parts of the country, and is is possible that this tendency could continue. There is no evident change 
in the quality of treatment provided. 


(ii) The balance of the proportion of the dentist’s income derived from fee per treatment, and that 
received as regular payments for continuing adult care is of basic importance on this point. A greater 
proportion of income from regular payment than that provided in the new contract would reduce 
the pressure to expand the numbers of items of treatment undertaken. A likely effect may be to 
reduce any overtreatment which might be provided in conservation work, for example. This, in turn, 
would provide an opportunity to redress the vast amount of undertreatment in the periodontal area. 


7. The 1990 contract for GDPs was designed to emphasise preventive care and replaced the concept of ‘“‘dentai 
fitness”’ with that of “oral health’. What evidence is available as to the success of the new contract in improving 
the oral health of the nation? 


For children, the Report of the capitation study referred to above provides factual evidence. No such 
evidence exists for adults. 


8. What are the trends in the state of the nation’s oral health over the last ten years in terms of the effects of (a) 
improved dental treatment and (b) improved public awareness, care and behaviour concerning oral health? 


Points (a) and (b) cannot be separated because of the strength of the interaction between them. For example 
the increase in the numbers of crowns provided within the NHS is because patients do not want to lose their 
natural teeth and consequently demand crowns, endodontic treatment, and so on, to avoid such loss. The 
dentist in this respect is simply responding to the demands of patients resulting from their increased 
awareness. 


9 October 1992 


Memorandum Submitted by the Central Committee for University Dental Teachers and Research Workers of 
the British Dental Association 


INTRODUCTION 


1. The Central Committee for University Dental Teachers and Research Workers is an autonomous 
committee of the British Dental Association. It is concerned with all matters that affect university dental 
teachers and research workers and with dental education and research. The Committee’s autonomy is granted 
by the British Dental Association’s Representative Board and is conditional. The Committee’s activity must 
be to expedite the work of the Association and must not be prejudicial to other branches of the profession. 
We should point out that the Central Committee for University Dental Teachers and Research Workers is 
not strictly representative of dental schools but of those members of the profession who work in them. 


2. The Central Committee notes that the House of Commons Select Committee on Health is undertaking 
an inquiry into NHS DENTAL SERVICES. While appreciating the broad nature of this area, the Central 
Committee detects the Health Committee’s particular interest in the delivery of dental care by general dental 
practitioners. 


3. NHS dental services are provided also by the Community Dental Service and by the Hospital Dental 
Service in most district general hospitals. The dental hospitals associated with university dental schools also 
provide primary, secondary and tertiary care within the NHS, the former being undertaken substantially by 
dental students under professional supervision. University dental teachers also make significant contributions 
to the NHS through their treatment of patients and provision of specialist services often not available 

elsewhere within the service. 


4. The Central Committee appreciates the opportunity to present evidence to the Health Committee but 
in doing so must be mindful of the terms of its autonomy explained in Paragraph 1. Therefore, evidence 
presented to the Health Committee will concentrate on aspects concerned with or related to dental education. 
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We did not feel it appropriate to comment in detail on certain aspects of the present organisation and 
management of the General Dental Services and our responses to some of the Health Committee’s questions 
are, therefore, set out in general rather than specific terms. 


5. Our evidence will be presented in two parts. First, we have made a series of observations that address 
some of the broad issues from a dental education point of view which we hope will be of help to the Health 
Committee. Secondly, we have presented responses to the questions from the Health Committee. 


GENERAL COMMENTS OF THE CENTRAL COMMITTEE FOR UNIVERSITY DENTAL TEACHERS AND RESEARCH 
WORKERS 


6. In the context of the Health Committee’s inquiry dental educators and researchers are concerned with: 
— the recruitment of high calibre men and women into the profession, 


— the development and maintenance of a high quality undergraduate dental course able to produce 
dental graduates appropriately educated and trained to meet the needs of the circumstances in which 
they will first practise and with an appreciation of the need to remain actively involved in continuing 
education, 


— _ the development and maintenance of a dental profession able to deliver high quality oral care to the 
community it serves, 


— making appropriate contributions to post-graduate dental education, and 
— fostering dental research towards the further improvement of oral health. 


7. In recent years there have been significant developments in dental education and these are continuing. 
In particular the Central Committee welcomed the extension of the undergraduate course to five years and 
strongly supports continuing education and the concept of vocational training. We feel it is essential that 
further initiatives within the delivery of NHS General Dental Services should strengthen and further facilitate 
postgraduate dental education. 


8. It is fundamental to the achievement of the objectives defined in Paragraph 6 that the profession of 
dentistry in all its branches must be perceived as attractive to those working within it and by those who might 
potentially seek to join it. We believe that this is not so at the present time and that this may be related, in part, 
to the present uncertainty within the NHS General Dental Services. Such uncertainty and confusion can only 
have an adverse effect on the profession and the patients they care for within the service. 


9. For the most part sixth-formers considering dentistry as a potential career still look to NHS general 
dental practice as a model. Most applicants to dental school have spent time with general dental practitioners 
in order to confirm that dentistry is the career for them. The Central Committee is concerned that the present 
climate in NHS general dental practice is such that many potential dental students may become confused over 
aspects of the profession’s future and may be deterred by what they see and hear. The annual selection 
procedure will begin shortly and Admissions Tutors will be waiting with greater than usual interest to discover 
the trends in numbers and quality of applicants and the questions they ask in relation to career options and 
opportunities. Some Admissions Tutors have already reported an increase in enquiries from sixth-formers 
over the last 6 months seeking advice over the security of dentistry as a career given the problems currently 
facing the General Dental Services. 


10. Primary dental care is delivered in dental hospitals only in so far as it is necessary to provide practical 
experience for undergraduate dental students. Patients are accepted for routine care on that basis. The 
distinction between primary care and secondary care in dentistry is somewhat vague as practitioners adopt 
different approaches to the services they provide and a given item may vary in complexity from one patient 
to the next for a variety of reasons. 


11. Over the last few months there has been an unquantified but clearly-identified increase in the number 
of patients attending some dental hospital outpatient departments seeking routine dental examination and 
care. A number of these patients have referred specifically to increasing difficulty in finding general dental 
practitioners willing to care for them within the General Dental Services. There has also been a steady and 
more long-standing increase in the number of patients attending and being referred to dental hospitals for the 
more expensive items of work for which the patient contribution in the General Dental Services would 
approach or reach the limit. 


12. Of specific concern to dental hospitals has been the dramatic increase in patients, mainly children, 
requiring the provision of a general anaesthetic. Some dental hospital outpatient departments have been 
overwhelmed with demand. This sudden increase has followed directly upon the Department of Health’s 
pean in October 1991 of the Poswillo Report on General Anaesthesia, Sedation and Resuscitation in 
Dentistry.) 


13. The Health Committee may wish to bear in mind that they are undertaking their inquiry at a time when: 


— significant improvements in certain aspects of dental health have already been achieved and must 
be maintained, 
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— the opportunity exists to build upon these successes and to broaden their scope, 


— patient expectation, in terms of quality and value, appears to be higher than ever before and 
continuing to increase, 


— patients wish to be more involved in their own dental care and treatment, exploring the options for 
their management, 


— dentistry is able to offer a wider range of often increasingly sophisticated techniques then ever 
before, 


— moreelderly patients, many of whom are under increasingly sophisticated forms of medical care and 
medication, are retaining their natural teeth and presenting a new range of problems requiring a 
response from the profession. 


14. The improvement in dental health referred to in Paragraph 13 has been substantial and is referred to 
again later. This improvement has probably occurred for a number of reasons. However, it should be set 
alongside the resource allocated to dental health. World Health Organisation data has shown the level of UK 
funding relative to other European countries to be low.?) While the data presented in this publication was 
collected in 1982, we are unaware of any significant shift in the relativities. 


15. We view with concern what is perceived as a steady decline in the NHS General Dental Services. It 
seems clear to the Central Committee, from a somewhat removed position, that the General Dental Services 
cannot reasonably be expected to continue to deliver more and more patient care with a relatively reducing 
resource and hope to maintain or improve the scope and quality of that service. Any new structures must 
avoid the re-creation of an environment in which a spiralling increase in output is necessary by practitioners 
to maintain an appropriate level of income. In this context the failure of the govenment to implement fully 
the findings of Review Body reports is regrettable. 


RESPONSES TO QUESTIONS FROM THE HEALTH COMMITTEE 


16. The scope of a number of the questions put to the Central Committee by the Health Committee extends 
beyond the bounds of our remit as explained in Paragraph 1. The Health Committee should have regard to 
this when considering the responses below. A number of our responses are expressions of opinion which may 
not readily be supported by objective data. We believe the Health Committee will be appreciative of this but 
we have indicated the limitations of our responses where this is appropriate. 


Question | 


What are the trends in the numbers of students training as dentists over the last ten years? 


— Whatare the trends in the proportion of graduates going into hospital dentistry, the community dental 
service and general dental practice over the last ten years? 


17. The numbers of students training as dentists is controlled by the Universities Funding Council 
(formerly the University Grants Committee) and is related to manpower needs. A Working Party of the 
University Grants Committee“) made recommendations in 1988 concerning the number of home student 
places in each UK dental school. The report also recommended the closure of two dental schools. Following 
further consultation it was determined that the dental schools at Edinburgh and University College, London 
should close. The closure of UCL was complete at the end of 1991 and the school at Edinburgh is scheduled 
for 1993-94. 


18. The UGC Working Party recommendation was that the UK home student intake should be reduced 
from 895 (1987) to 805 (1989). The University Funding Council later ruled that the figure of 805 should 
include students from the EC and other overseas countries. 


19. The British Dental Association commissioned a working party to consider manpower requirements for 
the next 40 years and its report was presented in October, 1991. The working party estimated that 5 per cent 
of the intake of undergraduate students would be from EC or other overseas countries. The authors of the 
report assumed that half of these students would leave the UK on qualification and taking into account the 
failure rate within the dental course, the working party concluded that the intake of 805 would result in the 
addition of 700 new dentists to the Dentists’ Register. It expressed concern at the increasing difficulty in 
attracting suitably motivated and qualified school-leavers. 
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Undergraduate intake to UK dental schools and graduate output five years later 


1979-80— 1984-85 995 884 
1980-8 1—1985-86 1008 819 
198 1-82— 1986-87 999 880 
1982-83—1987-88 1003 847 
1983-84— 1988-89 984 799 
1984-85— 1989-90 934 759 


Source: Universities Funding Council 


20. The numbers of qualifying dentists entering the Hospital Dental Service has remained fairly stable over 
the last 10 years reflecting an established staffing structure within the hospitals. The majority of dental house 
officer posts are based within the dental hospitals. Despite the number of posts remaining steady there has 
been an increase in demand from newly qualified dentists for them. It is likely that altered arrangements in 
relationship to hours of work will create an increase in the number of house officer and senior house officer 
posts in the near future. 


21. The numbers of new graduates entering the Community Dental Service has decreased over recent years 
and demand for such posts has been low compared with that for hospital posts. Between 1982 and 1991 there 
has been a 30 per cent reduction in Community Dental Service posts. 


22. By contrast the number of practitioners in the General Dental Service has continued to rise over the 
last 15 years. Although the number of dentists in the General Dental Service under the age of 30 has also 
increased it has remained a relatively constant percentage of the total. 


Dentists in the General Dental Service: Great Britain 


Under 30 
as percentage 

Year All ages Under 30 of all ages 
1975 12,921 3,015 2333 
1979 13,989 3,212 23.0 
1985 16,483 4,129 25.1 
1987 17,083 4,209 24.6 
1988 17,440 4,276 24.5 
1989 17,830 4,227 2341 
1990 18,011 4,238 23.5 


Source: Health Departments 


Question 2 
What are the trends in the academic quality of students applying to train as dentists over the last five years? 


23. Itis difficult to present information concerning the academic quality of those applying to read dentistry. 
Some sixth-formers who apply for the course are not offered places and others who are offered places do not 
achieve an adequate standard at A-Level or the equivalent. We are only in a position to comment on the 
quality of those students who are accepted onto the dental course. We believe it is important to address the 
declining numbers of applicants as well as their academic quality. The two may well be related. 


24. Applications from school-leavers wishing to read dentistry at university is in decline. Although both 
medical school and dental school applications have decreased since 1974, with the exception of a peak in 1982, 
those for dentistry have decreased by 46 per cent since 1974 whereas the figure for medicine is 25 per cent. 
These reductions should be set against an overall increase in university applicants of about two thirds. 
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Home applicants to dental and medical schools 


Dental Medical 
Year Number Per cent Number Per cent 
1974= 100 1974= 100 
1974 2622 100.0 10746 100.0 
1975 2518 96.0 9936 92.5 
1976 2161 82.4 9697 90.2 
1977 2253 85.9 9817 91.4 
1978 2231 85.1 9601 89.3 
1979 . 2258 86.1 9252 86.1 
1980 2256 86.0 9568 89.0 
1981 2505 95.5 9296 86.5 
1982 2678 102.1 9383 87.3 
1983 2613 99.7 9340 86.9 
1984 2418 92.2 8763 81.5 
1985 2212 84.4 8442 78.6 
1986 2079 79.3 8249 76.8 
1987 1753 66.9 7955 74.0 
1988 1553 59.2 7691 71.6 
1989* 1553 59.2 7691 71.6 
1990* 1509 57.6 1593 70.5 
1991* 1415 54.0 7502 69.8 
1992** 1428 54.5 8055 75.0 


Source: Universities Central Council on Admissions 


*The number of home applicants is a figure not collected since 1989. These figures have been estimated on 
the assumption that the proportion of home students has remained the same. 


**Provisional. 


25. There is considerable anecdotal evidence to suggest that it is becoming more difficult to attract 
applicants of high quality to read dentistry. This is of concern to the dental schools, the General Dental 
Council and the British Dental Association. 


26. The General Dental Council, the registering body of the dental profession, has recently stated: 


“The Recruitment Working Party of the General Council has been concerned about the recent general 
shortfall of applications for dentistry in the United Kingdom.”’ 


It has responded to this concern by convening a symposium in October 1992 of interested parties to address 
the issue of recruitment to the dental profession. 


27. The University Dental Teachers and Research Workers Group of the British Dental Association is also 
organising a symposium to examine the problem of recruitment to the dental profession and allied careers at 
the Association’s annual conference in July 1993. 


28. The British Dental Association’s concern has been reflected in the last three Doctors and Dentists 
Review Body Reports. The 1990 Report pointed out a reduction in the academic achievement of dental school 
entrants as measured by A-level scores between 1986 and 1988‘). The average score was 11.8 in 1986 and 11.0 
in 1988. In 1989 the score had levelled to 11.1. In their 1992 Report the Review Body made further reference 
to the decline in numbers and academic quality of those admitted to dental schools‘). It was considered too 
early to know if this apparent stabilisation is significant. 


Question 3 


What information is available as to the prevailing attitude of both teachers and students of dental medicine 
towards working in the NHS? 


29. The Central Committee is unaware of any structured evidence that would support an objective answer 
to this question. However, the marked decline in applications from school-leavers wishing to read dentistry 
must clearly relate to a diminishing attractiveness of dentistry as a career. While the profession of dentistry 
is not synonymous with NHS general dental practice, the latter is the only model many would-be applicants 
have. 


30. It is our view that clinical teachers are likely to hold a range of opinion concerning NHS general dental 
practice. Some perceive the service as the principle vehicle for the delivery of dental care to the community 
and subscribe to the ideal of comprehensive low-cost treatment for all, while others, probably in the majority, 
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see the system as fundamentally flawed through its system of remuneration which has been consistently 
dogged by under-funding. 


31. From a recent survey of part-time clinical lecturers in UK dental schools, many of whom work in NHS 
general dental practice, the Central Committee received some unsolicited comments that indicated the high 
level of stress that this field of practice entailed. 


32. Informal conversations with senior dental students in a provincial dental school in England revealed 
widely varying perceptions about NHS general dental practice. Over half were aspiring to other branches of 
the profession, primarily to avoid a career in NHS general dental practice. While several said they wished to 
undertake vocational training, they saw this as a necessity to “keep options open” rather than as a gateway 
to a career in NHS general practice. A small number of students still appeared to be committed to general 
practice in the NHS, either for altruistic reasons or because they wished to work in a part of the country where 
there is still considerable dependence on the service. There appeared to be fairly widespread concern over the 
crisis within the NHS general dental service and some admitted they were confused over current remuneration 
problems. The vast majority of students had, over the last year, changed their attitude towards NHS practice 
in the negative sense. 


33. Some students, studying advanced restorative dentistry at the time, said that they did not imagine it 
would be possible to employ some of the techniques they were learning in NHS general practice. This view 
came over strongly when students were interviewed at the United Medical and Dental Schools (Guys Dental 
Hospital) in a recent BBC Panorama programme (27 July 1992). 


34. These opinions and attitudes would appear to be supported by increasing demand from qualifying 
dentists for junior hospital posts and the present voluntary vocational training schemes. 


Question 4 
How extensive a role does the community dental service currently play in the maintenance of oral health? 


35. The Central Committee has no direct and general involvement with the Community Dental Service. 
However, community dental officers contribute to undergraduate teaching at a number of dental schools and 
some departments have an academic interest in community dentistry. 


36. Health Circular (89)2 “The future development of the Community Dental Service’ required DHAs in 
the future to undertake the following: 


— the monitoring of the dental health of all age groups of the population and the planning of local 
dental services jointly with FPCs (now FHSAs), 


— the provision of dental health education and preventive programmes, 


— the provision of facilities for a full range of treatment to patients who have experienced difficulty in 
obtaining treatment in the General Dental Services, or for whom there is evidence that they would 
not otherwise seek treatment from the General Dental Services, 


— thescreening of the teeth of children in state funded schools at least three times in each child’s school 
life. 


The provision of dental inspections, dental treatment and dental health education is a statutory duty 
imposed upon the Secretary of State. 


37. The extent to which the Community Dental Service plays a role in the maintenance of oral health will 
vary depending on local needs. However, there is considerable variation in the numbers of children who derive 
their dental care from the Community Dental Service, across different districts. For example, it is estimated 
that overall, the Community Dental Service is responsible for the care of about 12 per cent of the child 
population but in Sandwell, a deprived inner city area the figure is about SO per cent. 


38. The publication of the Poswillo Report on General anaesthesia, sedation and resuscitation in dentistry 
‘has led toa number of general dental practitioners no longer offering this service and referring their patients 
who require treatment under general anaesthesia to the Community Dental Services. Similarly, the current 
funding problems in the General Dental Services has led to an increase in demand for treatment from the 
Community Dental Services in some areas. 


Question 5 


What issues would you like the Department of Health’s ‘Fundamental Review”’ of dentists’ remuneration to be 
specifically addressing? 


39. The Central Committee must be cautious in commenting about the detailed arrangements for the 
operation of the General Dental Services in view of the limitations of its autonomy. However, we would like 
to identify the following points which we believe may be worthy of consideration by the fundamental review 
working party. 
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— The system of remuneration should not intrinsically hinder the provision of a service of high quality 
and, ideally, should actively encourage it. 


— Anew system should bring about a demonstrable oral health gain in those it is intended to benefit 
and should encourage a preventive approach and a continuum of care. 


— Decisions need to be made over the scope of state funded oral care. There is a danger that a limited 
resource will be spread too broadly and inequitably. In particular, it is important to create a system 
that facilitates high quality care for children based on prevention. 


— The service should be accessible to those for whom it is intended and should seek to attract non- 
attenders in these groups. 


— New arrangements should be designed actively to encourage continuing education. 


— New operational arrangements should seek to reduce the bureaucracy which appears to have 
increased significantly since the introduction of the 1990 contract and bring about reasonable 
stability in the income of practitioners. 


— Practitioners working within the General Dental Services should be remunerated at an appropriate 
level. Continued government interference in Review Body recommendations is regrettable and 
damaging for the profession and the patients they serve. 


— It is felt that minor adjustments to the present arrangements are unlikely to bring about any 
significant improvements. 


Question 6 
How is the sustained level of quality of the service provided by GDPs monitored? 


— What are the identified levels of (a) poor quality work and (b) unnecessary work by dentists over the 
last five years? 


40. The Central Committee is not the most competent body to respond to this question. Certain aspects of 
the provision of NHS dental services are monitored by the Dental Practice Board through their prior approval 
mechanisms and through the work of the dental reference officers. Issues of quality that give rise to complaints 
are dealt with locally by FHSAs. 


41. Increasing emphasis is being placed throughout the profession on clinical audit and self-assessment 
programmes. As yet these are not well-established within the NHS General Dental Services. 


42. We are unaware of objectively identified levels of poor quality work or over-prescription within the 
General Dental Services that has become available over the last five years. 


Question 7 


What is the difference, if any, between the methods and standards of dental care taught at the dental schools and 
the methods and standards practised in the NHS dental services? 


43. One of the principal roles of the university dental schools is to educate undergraduate and postgraduate 
students to enable them to achieve and maintain the highest standards of clinical dental practice. It is widely 
recognised that the UK dental schools fulfil this role at a level which is high by international standards. The 
fact that a large and increasing number of overseas dentists seek to register for postgraduate studies in the 
United Kingdom is evidence of this reputation. 


44. However, it is important to appreciate that when dental students graduate, their education is not 
considered complete. They have been prepared to enter the next phase of an educational continuum which in 
the near future will be a period of mandatory vocational training for those intending to pursue a career in 
NHS general practice. In the meantime many of the present voluntary vocational training schemes are over- 
subscribed with applicants each year. It is important that following vocational training dentists participate in 
continuing education appropriate to their experience and needs throughout their careers. Therefore it would 
be quite wrong to assume that a dentist has reached the peak of professional competence at the time of 
qualification. 


45. Historically the lion’s share of dentists in the UK have followed careers in NHS general dental practice 
and many dental schools have responded by including arrangements in their course which help to orientate 
students towards this end point. However, it has never been the remit of the dental schools to train dentists 
specifically for this particular vocation. Rather, the undergraduate course is designed to deliver a broad and 
fundamental education and training to as high a standard as possible which is based on the application of 
current science and technology to the prevention and management of oral disease. 


46. A significant proportion of dental graduates join other branches of the profession, not all necessarily 
in the NHS. A small but increasing number of graduating dentists plan to engage in independent general 
practice at the earliest opportunity. The undergraduate course must cater for all these aspirations rather than 
being directed towards any one branch in particular. 


208833 A*2 
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47. The Central Committee is aware of the increasing financial constraints under which colleagues in NHS 
general dental practice are working. With the fee-per-item system of remuneration it seems logical to assume 
that as fees diminish, practitioners will be obliged to work more to maintain a level of income. Under such 
circumstances it becomes increasingly difficult for practitioners to maintain and enhance the high standards 
that formed a corner-stone of their education and training as undergraduates. 


48. It has probably been the experience of all teachers delivering postgraduate courses to face the criticism 
that what they are teaching is fine, but simply not feasible in NHS general practice. On occasions postgraduate 
educators find themselves under pressure to ““water down” some aspects of their teaching to maintain its 
relevance and appeal at a practical level in the context of the pressures of NHS practice. The comments made 
by students and referred to earlier in Paragraphs 32 and 33 have a discouraging ring of truth. 


49. There seems little doubt that dentists working in the NHS General Dental Services find it necessary to 
work at a pace considerably in excess of that of their colleagues who carry out similar work in other branches 
of the profession in order to maintain a reasonable level of remuneration. 


50. While much of the evidence for this is anecdotal some is more objectively based. For example, it was 
an unpublished finding during a clinical trial of dental filling materials” that the experienced dentist working 
in the hospital environment took approximately twice as long as his experienced general practitioner 
colleagues to place routine fillings in teeth, every filling placement being timed. Similarly, studies have shown 
that UK dentists took approximately 50 per cent of the time taken by their North American colleagues to 
provide dentures to edentulous patients.” It is widely taught in dental schools that this process should 
involve a second set of impressions of the patient’s jaws to improve the quality of fit of the dentures. In the 
UK this stage was adopted in only 41 per cent of treatments as opposed to 85 per cent in North America. A 
recent study of periodontal treatment delivered in NHS general practice showed the times taken for 
treatments were considerably less than those estimated by the World Health Organisation. 


Question & 


What evidence is available as to the extent to which dental treatment is influenced by the system of remuneration 
with particular reference to the tensions between capitation funding and per treatment fees? 


(i) What are the likely effects of a further move away from the fees per treatment system of remuneration 
on the type and quality of services provided by dentists within the NHS? 


(ii) What are the likely effects of a further move away from the fees per treatment system of remuneration 
on the levels of activity of dentists providing NHS services? 


51. This aspect of the provision of dental care has not been the subject of widespread research but the 
dental care of children within a capitation scheme has been studied in depth by the Dental Health Services 
Research Unit at the University of Manchester."!!:!2.!9) 


52. One of the concerns in relation to capitation is the potential for under-treatment, sometimes referred 
to as supervised neglect. On the other hand the fee-per-item system of payment carries the risk of over- 
treatment. The Manchester study found that while patients cared for in the experimental capitation scheme 
received fewer fillings, fewer extractions, fewer radiographs and were seen less frequently than those managed 
on the fee-per-item basis, there was no evidence of systematic neglect in the former group. 


53. It was clear to the investigators that dentists working within the experimental capitation scheme 
adopted a different approach to the treatment of their patients. They concluded that the difference could not 
be attributed to over-treatment by their colleagues working on a fee-per-item basis. They believed that those 
working in capitation tended to leave established carious lesions to a later stage before restoring the teeth but 
that they did fill the teeth before the disease threatened the integrity of the dentition. 


54. In a questionnaire associated with the study, dentists working in capitation admitted a temptation to 
under-treat, while those working in the fee-per-item system admitted a temptation to over-treat. 


55. Dentists working in the experimental capitation scheme said they experienced greater clinical freedom. 
This was employed in the delivery of more prevention, largely in the form of advice as opposed to the 
provision of procedures such as fissure sealing and topical fluoride. In the timescale of the study it was not 
possible to determine the effects of this increased preventive activity. 


56. The experimental capitation scheme used in this study was structurally different from that employed 
for the care of children in the 1990 contract. 


57. We find it difficult to speculate over the Health Committee’s supplementary questions (i) and (ii) but 
the evidence above may offer pointers. 
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Question 9 


The 1990 contract for GDPs was designed to emphasise preventive care and replaced the concept of ‘‘dental 
fitness”’ with that of “oral health’. 


What evidence is available as to the success of the new contract in improving the oral health of the nation? 


58. The new contract for NHS general dental practitioners has been in operation for just 2 years. It is too 
early and there is no evidence to be able to demonstrate the impact of this contract on the oral health of the 
nation. 


59. However, it is perhaps significant that the number of patients registering with practitioners 
considerably exceeded the estimated figure. This aspect of the introduction of the new contract must be 
regarded as highly successful. 


60. This question highlights the need for the establishment and maintenance of a programme of research 
designed to monitor the effectiveness of the service in improving the oral health of the nation, whatever 
arrangements emerge. We are aware that the Department of Health has interest in this area and we would 
encourage the early commissioning of appropriate research. 


Question 10 


What are the trends in the state of the nation’s oral health over the last 10 years in terms of (a) improved dental 
treatment and (b) the effects of improved public knowledge, care and behaviour concerning oral health? 


61. While much of the published literature has been concerned with dental caries it would be a mistake to 
consider this the sole marker of oral health. In the past much less emphasis has been placed on diseases of the 
periodontal tissues and the general health of the oral mucosa. Furthermore, dentists are faced with increasing 
numbers of patients who are concerned by the effects of tooth wear and although more elderly patients are 
keeping their teeth for longer, they are presenting a range of new problems associated with their management. 


62. The British Dental Association has published a manifesto on the promotion of better oral health. In 
addition to seeking a further reduction in the incidence of caries, measures are recommended, particularly 
within the field of general dental practice, to improve the early detection and management of oral cancer and 
to improve the quality of oral health for elderly people. 


63. The Health Committee should not consider the responses that follow as a fully comprehensive review 
of the oral health of the nation. The studies to which reference is made are illustrative. 


64. There have been vast reductions in the levels of dental decay throughout the last 30 years. There have 
clearly been a number of factors involved in bringing about this dramatic trend and it is not possible to 
quantify with any certainty the contribution made by any single one. 


65. Definitive data on the dental health of adults in the UK was published in the 1988 Adult Dental Health 
Survey''>). This report is substantial (420 pages) but broad and preliminary results concerning certain aspects 
of dental health were published in advance of the main report'!®. 


66. The survey concluded that there was a considerable improvement in the dental health of adults in 
England and Wales since the previous survey in 1978. The percentage of adults over the age of 16 with no 
natural teeth at all in 1988 was 20 per cent, the figure in 1978 was 29 per cent and in 1968, 37 per cent. The 
findings were very much age-related. In 1988 less than | per cent of adults under the age of 35 years were 
edentulous, whereas the figure was 80 per cent for those over the age of 75 years. 


67. There were also improvements over the decade 1978-1988 in the condition of the natural teeth which 
again demonstrated age relationships. 


1988 1978 
Missing teeth 7.8 9.0 
Decayed teeth 1.0 1.9 
Filled teeth 8.4 8.1 
Filled teeth (16-24 year olds) 55 8.0 
Sound teeth (16—24 year olds) 21.2 1% 


Adult Dental Health Survey 1988 


68. The last Child Dental Health Survey in the UK was published in 1983 and does not cover the period 
about which the Health Committee has enquired. However, similar reductions in the incidence of caries have 
been reported. In a study extending from 1963 to 1988 a dramatic and accelerating decline in caries has been 
identified in 12-year-old school children representing a reduction of 80 per cent over the 25 years'!”), 
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1963 1978 1982 1988 
Decayed teeth eens &:.t ee hee eee 1.67 0.31 0.16 0.08 
Missing teethigemennene 6 mirc eam 7 meen OU) 0.20 0.13 0.05 
Filled teeth see ss pat ee eee OS 2.93 2.47 0.92 


12-year-old children Anderson (1989) 


69. This downward trend in the incidence of caries has been demonstrated elsewhere''*) and attention has 
been directed at groups that remain at higher risk. Publications have examined patterns of caries in relation 
to specific sites''®), ethnic origin"! and social class@??"). 


70. The position with regard to periodontal disease has been less intensively studied. The Adult Dental 
Health Surveys have been inconsistent in the criteria they have used to measure periodontal disease and 
longitudinal comparisons cannot be made. In the 1988 survey'!*) only five per cent of the dentate adults were 
found to be free of calculus, bleeding gums or pockets. Over two thirds of those examined had either bleeding 
calculus or shallow pockets and 10 per cent had deep pockets. 


71. Other studies have presented apparently conflicting evidence in relation to periodontal disease. One 
study demonstrated that severe periodontal disease, likely to result in tooth loss was restricted to a relatively 
small group of the population, 15 per cent of the population studied showing generalised severe bone loss‘>”). 
There appearred to be a clear relationship with age, little periodontal destruction being detected in those 
under 40 years of age. Of those over the age of 40, 77 per cent were found to have at least 25 per cent loss of 
periodontal bone. On the other hand a longitudinal study over a 14-year period in patients with a mean age 
of 40 years at the outset showed that while patients lost teeth as they got older, the severity of periodontal 
disease declined and oral cleanliness improved). In another investigation it was shown that patients who 
were regular dental attenders had less treatment need in respect of the periodontium®*). A further study 
showed that although there were reductions in dental calculus and shallow pockets, periodonal treatment 
delivered in NHS general practice did not eliminate positive CPITN scores and the treatment times were much 
lower than those estimated by the World Health Organisation for similar treatments‘. 


72. Dentists are meeting increasing numbers of patients who are concerned over the effects of wear of their 
teeth, although well-documented prevalence studies are few and far between. There are many factors involved 
and cases present varying difficulties of diagnosis and management). Of concern is the identification of tooth 
wear in an increasing number of young patients?°). In a recent, as yet unpublished study of over 1,000 
schoolchildren eight per cent exhibited the exposure of dentine on the occlusal and palatal surfaces of their 
teeth, this representing a relatively severe level of destruction. 30 per cent of this group displayed the exposure 
of dentine on the incisal surfaces of the anterior teeth?”). While it is often difficult to be sure of the aetiology 
in such cases there is growing opinion that dietary factors play a significant part, particularly the consumption 
of fruit juices and carbonated drinks. 


73. The evidence referred to in the previous paragraph suggests that the dental profession will have to face 
a substantial and already established problem in the management of tooth wear in the coming years. The 
rehabilitation of dentitions badly affected by tooth wear is both complex and costly. However, it seems likely 
that certain factors that contribute to tooth wear are amenable to modification and that a preventive 
approach should be adopted, both on a community basis and by individual practitioners with their patients. 


74. General dental practitioners are in a unique position in relation to the detection of oral cancer and its 
prevention through educating patients about risk factors that might contribute to its onset. Oral cancer affects 
men more than woman and is much more common in those over the age of 50. At every “dental” examination 
there is an opportunity to screen patients clinically for signs of early cancerous lesions. The survival rate of 
patients with oral cancer is significantly increased if the lesion is detected and treated early. 


75. Data on oral cancer should be interpreted with care as classifications have changed over the years. 
While the incidence of lip and salivary gland cancer appears to have reduced, cancer of the oral cavity has 
increased, especially in women and lesions are presenting at a younger age in men'**). One of the conclusions 
of this study was the need for patients to be seen regularly by general dental practitioners if oral lesions were 
to be diagnosed at an early stage. 
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Examination of Witnesses 


ProFessoR A A GRANT, Chairman, PRoFessoR A H Brook, Hon Secretary and Treasurer, PROFESSOR 
C J SmitH, Immediate Past Chairman, The Council of Deans of Dental Schools; Mr J CUNNINGHAM, 
Chairman, DR A Lams, Vice-Chairman, and PROFESSOR R J ANDERSON, Professor of Community Dental 
Health, University of Birmingham, The Central Committee for University Dental Teachers and 
Research Workers of the British Dental Association, examined. 


Chairman 


182. Good afternoon, Ladies and Gentlemen, this 
is the third public oral evidence session of the Health 
Select Committee in connection with its inquiry into 
dental services. It gives me the greatest pleasure on 
behalf of the Committee to welcome before us this 
afternoon the Council of Deans of Dental Schools, 
previously the Dental Education Advisory 
Council—I have given you your old title so that 
everybody knows exactly who you are,—together 
with the Central Committee for University Dental 
Teachers and Research Workers of the BDA. Good 
afternoon to you and welcome to our Committee. I 
shall start the questioning this afternoon. What is the 
current state of the nation’s oral health? What is the 
distribution of the credit for the historical 
improvement in this field among such factors as: 
water fluoridation; higher living standards and better 
dietary standards; increased public awareness and 
better oral health behaviour; increased access to 
dental care and improved techniques in dental health 
care? Who would like to start? 

(Professor Anderson) Thank you, the oral health of 
the nation is good. The oral health of all developed 
and industrialised countries is good. That is a general 
statement. Having said that, it does not mean that I 
am saying it is good everywhere. It certainly has 
improved markedly and it has improved since about 
the beginning of the 1960s, in relation to dental 
caries, dental decay of teeth. Since that time it has not 
completely disappeared, but groups of children who 
had high levels of disease, perhaps 60 or 70 per cent 
of them, when one looks at those children now only 
about 6 per cent of those children will have dental 
decay. It has fallen by about 80 per cent, particularly 
in children, but also in adults as well. That is most 
marked in the number who do not have any teeth at 
all, which has dropped markedly during this time as 
well. With the rest of the dental conditions that there 
are in the mouth, there seems to have been very little 
change over this period, so we are talking about 
dental decay. The reasons for the change we honestly 
do not know the answer to, except that many of the 
factors that you have mentioned must be involved 
plus something else. The change started, we are now 
convinced, about the beginning of the 1960s and has 
gone on since. During that time it came down slowly 
at first and in the middle of the 1970s the rate of 
change increased and the fall became quicker. When 
we first discovered that there was this change we 
found it in all groups of children. We found it in 
children in fluoridated areas and we found it in 
children who had had no exposure to fluoride. We 
found it in children of all social groups, children who 
had had very little oral health education, the use of 
the conventional oral health methods, so it is 
something that happened throughout the 


population. Since the 1970s it has increased and 
again we can only say that certain things have 
happened during that time. One, of course, is 
fluoridated toothpaste which came on to the market 
through the 1970s and by the end of that period 
almost everybody was using fluoridated toothpaste. 
There was in association with that an increased 
public awareness which came from the profession, 
and also from the manufacturers themselves in 
promoting their products. I do not know that I can 
comment on diet. Certainly there is an increased 
awareness among the population of the importance 
of good oral health. Fluoridation of water supplies 
itself is an added bonus. This has happened where 
there was fluoride in the water, the children started 
with lower levels of dental decay and finished with 
lower levels of dental decay so it is an added bonus. 
Nothing I have said negates the effects of water 
fluoridation. It is something that we would rejoice in 
having as well on top of this. But something has 
happened that happened outside any kind of 
experimental control. It caught the profession 
unawares, if you like, so we do not know what caused 
the first changes. It has been supplemented by the 
other things, those that you have mentioned. 


183. Professor Anderson, thank you very much 
indeed. Are there any other comments? 

(Professor Grant) 1 would not really want to add 
much to that, except that one of the arguments that 
Professor Anderson touched on. A greater awareness 
of the population is a result of deliberate attempts to 
educate the public on the importance of dental 
health. Otherwise we know that the state of dental 
health is good and it is good relative to other 
developed countries. We know this because of the 
surveys which are carried out on a cyclic basis. 


Mrs Lait 


184. We are looking at the subject of dental 
remuneration. That holds good, but it also has to 
hold good in the future. Given what has happened to 
the state of the nation’s health over the last 20 years, 
I wonder whether you have done any academic 
research on what you see as the structure of dental 
health requirements in the next five to ten years. If 
caries does, in essence, disappear, does it mean that 
we shall need to concentrate more on gum disease 
and how will you train for that? What kind of 
structure do you see for the dental profession? If you 
have not done any work on it, say so and that is fine. 

(Mr Cunningham) There is little by way of specific 
work directed in the terms which you have defined. It 
would be a mistake to forget caries. The 
improvements that we have heard about have to be 
sustained. We feel perhaps that the decline in caries is 
bottoming out, if I may express it that way. But it will 


THE HEALTH COMMITTEE 


115 


PROFESSOR A A GRANT, PROFESSOR A H BROOK, 


2 December 1992] 


PROFESSOR C J SMITH, MR J CUNNINGHAM, 


[Continued 


Dr A LAMB AND PROFESSOR R J ANDERSON 


[Mrs Lait Con/] 

be important for the profession to remain vigilant in 
respect of caries. In respect of periodontal disease, in 
the past it could be said that very little emphasis was 
placed on this by the profession as a whole, but over 
the last two decades there is a heightened awareness 
in relation to periodontal disease and a deepening 
understanding of the process involved. There was a 
belief at one stage that early superficial inflammation 
of the gums would lead ultimately to the loss of the 
teeth—a slippery slope that never turned back. The 
understanding has changed somewhat and it is 
appreciated now that probably only a proportion of 
patients with superficial gum inflammation are likely 
to progress to the more severe destructive type of 
periodontal disease. Our difficulty at the present time 
is in not being able to predict exactly which patients 
are at risk in this respect, although much research is 
being done in this area and I think it is likely that in 
the not too distant future we will have a clearer 
mechanism for predicting those patients at whom our 
attention should be directed. Given that there is an 
improvement in the caries situation, we are now 
finding far fewer teeth are being extracted and so I 
suspect that now we are seeing more orthodontic 
problems because of overcrowding. We are seeing 
teeth that are in place for a long time, possibly the 
patient’s whole life, and this in itself brings with it 
potential problems. For example, we are seeing an 
increase in the number of dentitions that are affected 
quite severely by wear, just having been there for a 
long time. Patients become concerned about this and 
its management is rather complex and costly. Also in 
the more elderly groups we are seeing different types 
of dental problems in relation to caries. We are seeing 
a caries that is defined as root caries, caries in the 
superficial part of the root of the tooth, which is 
becoming more common now than was the case 
previously because the teeth never survived long 
enough to experience this. So it is a changing 
situation. We need to give more of the same, but look 
to these additional areas. 

(Professor Anderson) \ did not want to leave the 
Committee with the view that caries is going to 
disappear. I am afraid it is not. It is a social disease. 
It is associated with those who live in areas of 
deprivation, inner cities, those of lower social 
groupings and in those locations there is still a lot of 
dental caries as well. It has become distributed much 
more markedly around the country, but it is still 
there. While there are people who do not wish to take 
the advice of the profession it will go on and will 
remain, so it will not disappear completely. 


Mr Bayley 


185. Following Mr Cunningham’s guess of future 
specialties and issues in dental health that will 
become more important, would you have thought 
that the balance between primary care provided by 
general dental practitioners and secondary care 
provided by dental hospitals or some secondary 
referral point, wherever that might be, will change? 
Or would you expect the general dental practitioners 
to undertake some more specialist treatments that in 
the past they would not have undertaken? 

(Mr Cunningham) What we are seeing now is quite 
a significant increase in secondary referrals to 
manage the difficult types of situation that I have 


described, particularly in relation to wear of teeth for 
example. The treatments are involved, they are costly 
and may require particular expertise. I do think, 
however, that if this situation is not changed we shall 
reach a situation where the hospitals will not be able 
to cope with the demand put upon them with such 
secondary referral. It seems to me likely that the 
profession, the general dental services, the primary 
service will take up a proportion, probably a 
significant proportion, of this more complex type of 
work. At the present time there is a move towards the 
development of specialist practitioners, some of 
whom perhaps will take an interest in this type of 
problem. 


Alice Mahon 


186. Are there any regional variations in the 
incidence of this patient flow? 
(Mr Cunningham) Of secondary referrals? 


187. Yes. 

(Mr Cunningham) 1 am sorry, I do not have 
accurate information. 

(Professor Grant) There are regional variations 
because there are not dental hospitals in all the 
regions, so it is very difficult to get that information. 
There are district general hospitals, but very often 
these are staffed by a group of dentists with particular 
expertise. Largely oral surgeons and many 
orthodontists are attached to district general 
hospitals, but very few restorative dentists who deal 
with many of the problems that have been referred to. 
Perhaps I can expand on one aspect of what Mr 
Cunningham said in relation to future needs. One of 
the areas that was touched on related to the elderly. If 
we can take that on a little bit further to the geriatric 
group in the community, there are a lot of problems 
arising from this group and much effort is being made 
now to identify the problems and to put in place 
forms of teaching for undergraduates that will 
hopefully help to address this and postgraduate 
education in relation to this also. One must not think 
in terms of people having either no teeth or all their 
teeth. There are all the permutations in between. This 
affects very much the rate of wear of teeth as do 
dietary factors, in particular highly carbonated 
drinks and so on, which predispose to substantial 
amounts of wear. This elderly group also brings a 
different form of pathology in relation to the soft 
tissues around the mouth and it carries them into an 
age where they become at risk from cancer which 
manifests itself in the mouth. There are behavioural 
problems. There are problems in relation to access to 
treatment. Do you take treatment to them or do they 
come to treatment? Many of these people are not 
mobile yet they still have the same dental needs as 
other groups. 


Mr Trend 


188. May we quantify how large a problem this is? 
Has enough research and training gone on in the 
past? How much has the problem of more elderly 
teeth been tackled? Are we a long way behind? 


(Professor Grant) \t is a changing thing. It is 
changing because of the tendency for natural teeth to 
be kept over a much longer period. It is becoming an 
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increasing problem with the passage of time. There is 
a lot of development. 


189. Is training keeping up with the research? 

(Professor Grant) We are trying to keep a little 
ahead of it, if we can, but the research is still being 
carried out. It is disclosing new problems of itself. 


Mr Clappison 


190. The University Dental Teachers Committee 
suggests that funding relative to dental health is low 
in the United Kingdom in relation to other countries 
in Europe. However we have been given evidence 
that the levels of oral health are higher in the UK 
than in the rest of Europe. How do you account for 
this apparent anomaly? 

(Mr Cunningham) It would appear that our system 
is more efficient and more effective. That would be 
the immediate conclusion. 


191. Can you identify any factors which would 
account for that? 

(Mr Cunningham) | am tempted to ask you in what 
way the health has been measured? Are we talking 
about the provision of items of treatment? 


192. The actual level of treatment, the outcome of 
treatment and the general level of oral health. 

(Professor Anderson) Mr Cunningham is raising 
something that is important. It depends what you are 
measuring. If you are measuring outcomes you are 
measuring work that dentists have done and dentists 
felt was important to do. We know that varies 
between dentists and we know that varies between 
countries. There are also different levels of 
manpower across Europe, particularly high in the 
Scandinavian countries. I am trying to be very careful 
in what I say, but there is no doubt that the 
relationship between the level of practitioners that 
there are and the outcome from them is proportional. 
Whether that is strictly related to the need of those 
groups I would not like to say. It would not be for me 
to judge, but I might wonder. Certainly there are 
fewer practitioners here. The pattern of practice is 
different and is reflected in the regional differences 
too. Where there are few practitioners and a large 
dental need they will deal with the basic work that 
needs to be done. Where there are large numbers of 
practitioners and the amount of basic work to be 
done, such as in the South, is less, they will 
concentrate more on the advanced techniques. | 
suspect we are making comparisons between that 
sort of difference. 

(Professor Grant) It is a very difficult question, as 
Professor Anderson has pointed out. I have in mind a 
paper which is perhaps out of date now which in 1980 
compared the effectiveness of treatment among 
children in different countries, one of which was a 
Scandinavian country, Denmark, where it was a 
totally salaried service. That was a very expensive 
way of delivering the service. It was much more 
efficient in the United Kingdom. 


Mrs Lait 


193. How would you account for the vast amount 
of under-treatment in the periodontal area? Is it 
largely because everybody was taken up with caries 
to begin with? 


(Mr Cunningham) That is certainly true. I suspect 
the emphasis in education was not there either, going 
back some decades, but it is certainly there now. 


194. Given that it will become a much larger part 
of dental health care, who do you envisage 
undertaking the treatment in this area, dentists as 
they are now, or perhaps gum specialists? 

(Mr Cunningham) 1 think there will be a 
combination. I believe that the general dental 
practitioner will be the central point for the delivery 
of that care. Already we are aware of the role of 
dental hygienists who play an important part in the 
management of periodontal disease. They undertake 
the basic education of patients on a one-to-one basis. 
They undertake oral hygiene measures as well and 
they have a powerful part to play in that role. That 
is only one facet of the management of periodontal 
disease. It is the facet that is probably the most 
important and is most widely applicable and is 
essential in all cases. But there will be a proportion of 
cases—I have hinted at this before—where the level 
of care is likely to be more intensive and the need is - 
likely to be more intensive. The dentist in those cases 
will play a greater part directly with the patient in 
monitoring the progress of the patient and 
determining whether or not more advanced 
techniques will be necessary adequately to manage 
the disease. I suspect as time passes practitioners will 
undertake more of this work themselves, but there 
will remain a need for a secondary referral point to 
which the more advanced and difficult cases could be 
sent. 


195. Assuming there is an increase in the number 
of difficult cases who need secondary referral, do you 
see that being provided within the hospital system or 
do you see periodontal specialists coming to the 
dentists’ surgeries? They do not need operating 
theatres, as I understand it, but could they work 
regionally from one unit? 

(Mr Cunningham) | am not sure that I agree with 
your assumption that there is going to be an 
increasing demand. We would hope not. As | have 
said we are identifying that it is a proportion of 
patients who are at risk, not necessarily the total 
population that is at risk of needing the more 
advanced techniques. In answer to the second part of 
your question, I suspect that it will be a combination 
of both. I mentioned a moment ago the development 
of specialist practitioners. This is one area where | 
think it is likely that there will be some development. 
It will be a combination. 

Mrs Lait: Would anybody else like to comment on 
this aspect? You are all happy with this? 


Alice Mahon 


196. | want to return to the hospital dental service. 
In its written evidence the UDT identifies an 
“unquantified but clearly identified increase in the 
number of patients attending some dental hospital 
outpatient departments seeking routine dental 
examination and care”. 

(Mr Cunningham) That is a true statement. I can 
update that position. I have made inquiries from nine 
dental schools in England and Wales as recently as 
yesterday. They all confirmed that there has been a 
trend of an increasing number of patients seeking 
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routine care at the hospital. This can be considered 
under two headings. There is an identifiable trend 
where there is a cost relationship. In other words 
patients are attending the hospital where the cost of 
the treatment is likely to be relatively great. That is a 
very clearly identified trend. Less clear is the situation 
where the patients are having difficulty finding an 
NHS general dental practitioner. We hear reports of 
this, but that is the secondary issue. As I say it is not 
possible yet to quantify the difference or, indeed, 
necessarily to explain it. 


197. We heard before that the dental schools are 
mainly in the south. Do we need more dental schools? 

(Mr Cunningham) The number of dental schools is 
related to the manpower requirements of the dental 
profession. You will be aware that two dental schools 
were recently closed in the United Kingdom to match 
the production of dentists with the manpower needs. 
Quite clearly there will be a need to follow manpower 
requirements as time passes, but at the present time 
there is no evidence to suggest that we need to change 
the number of dental schools either up or down. 


198. Is there any monitoring going on on the 
difficulty in finding a general dentist? 

(Mr Cunningham) The dental schools are not 
undertaking such monitoring. 


199. Do you know if any is being undertaken? 
(Mr Cunningham) 1 am not aware of that, I am 
sorry. 


200. So you will not know whether it has got worse 
since this evidence was submitted? 

(Mr Cunningham) One dental school reported that 
there was a marked change in July and August when 
they noted an increase of up to 30 per cent, they 
guessed, of patients asking for primary care. It is 
important to set that in context because the dental 
schools as you have commented are few and far 
between. There are 10 or |] in England and Wales 
and they are not geographically spread terribly 
evenly. It does not take a phenomenal increase in 
patient demand to make it noticeable in a dental 
school. I am not in a position to say that there is a 
vast problem in relation to dental services in general, 
but we have noticed this particular trend. 


201. Can the dental hospitals cope with the 
reduction of the NHS commitment of some dentists 
in the community? 

(Mr Cunningham) You are asking if we can cope 
with the demand that is currently upon us. I think the 
answer in general terms is yes. One must appreciate 
that these patients are accepted for treatment in the 
hospital in order to train dental students. It is not 
particularly the role of a dental hospital per se to 
delivery primary care, but to educate the students 
therein. One school said that the demand was such 
that they have closed waiting lists for routine care 
and that their emergency service is pressured more 
than it has ever been before. 

(Professor Brook) One of the particular areas of 
concern is for children being referred to dental 
hospitals at the moment and the Consultants in the 
Paediatric Dentistry Group are undertaking a survey 
of the increase in referrals that is occurring. This is 
both for emergency care—and therefore goes on to 
the provision of general anaesthesia—and_ in 


addition the patient is being referred for full 
comprehensive care. In both areas there is difficulty 
in coping with the number of referrals and there is the 
feeling that there has been a marked increase and the 
data to support that are now being gathered. 

(Professor Anderson) | just wanted to emphasise 
the point that the provision of care that a dental 
hospital provides for the community is relatively 
small. Those institutions are there primarily, not only 
but primarily, to help the teaching of dental 
undergraduates. The service that they give to the 
community is mainly through the undergraduates. 
The work is small, perhaps two or three general 
practices. Do not hold me to that, that is a guess. 
With a lot of general dental practitioners around it 
does not take very much to make it seem that there is 
a problem. My understanding of what is happening 
in my patch—which is Birmingham—is that very few 
practitioners are not going on working in the same 
way as they have been. I also think—and this is my 
view—that another thing has happened too. As the 
public begin to realise that something is up with 
dentistry and it is difficult to get, far more are asking 
for it than ever wanted it before. We only ever were 
really looking after 60 per cent. When things become 
rationed people then want them and certainly people 
coming to us in this increase have never sought 
services elsewhere. 


Rev Martin Smyth 


202. I would like to follow that with some 
corollaries. Could some have been using the dental 
hospital as a local dental service? That is what 
happens in hospital services. 

(Professor Anderson) Yes, the dental schools and 
hospitals provide a local service. That is what we are 
in business to do, to provide the equivalent to a 
general dental practice and use the people who are 
kind enough to come to us for training. There is also 
an accident and emergency service as well which we 
need because that is one route whereby we find 
patients. 


203. I understood that aspect of it. It was when you 
commented that 60 per cent did not seek treatment 
elsewhere, I began to wonder whether it was because 
they looked upon you as their local dentist. Can I 
follow the point Mr Cunningham made. He said that 
people came to the hospital for more expensive 
treatment. It has been put to me recently that the 
hospital charges for treatment are much higher than 
the National Health Service allows the dentists to 
charge for their treatment. Is that covering overall 
hospital expenses and therefore you charge higher 
fees? 

(Mr Cunningham) | must stress that no charge is 
made to the patients at all. 


204. I understand to the patient, but to the 
National Health Service? 

(Professor Anderson) The 60 per cent I mentioned 
was that the profession regularly treat that many. | 
said that about 60 per cent of the population of Great 
Britain use dental services regularly. Dental 
hospitals—we are talking about an institution that is 
there for teaching dental students—is funded at a 
fixed level from the Department of Health for the 
large proportion of its resource and a_ small 
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proportion of its resource is through contracting like 
everybody else. We in the dental hospitals'are taking 
all these extra people in and we are not being paid any 
more at all. There is no more demand on the public 
purse because we are doing this, I can assure you. I 
am absolutely certain of that point. 


Chairman 


205. Professor Anderson, may I clarify something 
with you? I think I am correct in saying that we have 
been told that there is a waiting list of more than two 
years at Birmingham dental hospital for routine 
treatment. Is this so? 

(Professor Anderson) Now I am on the spot 
because I do not know. We take patients in for 
routine treatment and they are matched with our 
students. The way that we do it is that patients are 
only ever taken off that list once a year because our 
students pick up a group of patients. I cannot say 
that. I honestly do not know the answer. I will find 
out and, if I may, I will let you know the accurate 
figure. 


Mr Bayley 


206. I want to try to distinguish between the role of 
the dental hospital as a place of training for would-be 
dentists, and the role of a dental hospital as a 
provider of dental services to the public, and certain 
specialist services which are primarily but not wholly 
provided by dental hospitals at the moment. You 
have said that you do not need more dental hospitals 
for the purposes of training students, but do you need 
either more dental hospitals or more periodontology 
departments or orthodontology departments in 
general hospitals to deal with the increasing demand 
for specialist services? 

(Dr Lamb) One of the developments that has 
occurred in the last 20 years has been an increase in 
the number of consultants in what we would call 
restorative dentistry, which embraces operative 
dentistry, or fillings, dentures and periodontology. 
There are a number of consultants now based in 
district general hospitals throughout the country and 
our own specialty group would hope that that would 
increase to meet the demands of patients being 
referred by practitioners for specialist advice in areas 
which do not have dental schools or dental hospitals. 


207. Can you give an idea of the pace of growth of 
hospital dental services that will be needed to deal 
with the specialist referrals, the secondary referrals, 
such as you have been talking about and, secondly, 
to deal with the demand for general routine dental 
treatment for people who, for whatever reasons— 
because of purse strings or because they cannot find a 
local dentist or whatever—choose to go to a hospital 
rather than a general high street dentist? 

(Dr Lamb) | can only comment on the regional 
consultants in restorative dentistry. The majority of 
these people have very long waiting lists for initial 
consultation. The demand for routine treatment 
within the hospital service I could not comment on. 

(Professor Grant) | wonder if | could go back a half 
step to Mr Bayley’s question. An additional factor in 
relation to dental schools and hospitals, because they 
co-exist, is that because of the nature of the work that 
is involved there they attract good people. They are 


highly talented, very well qualified people who work 
in these areas and that, of itself, attracts often very 
difficult and very costly work for the dental hospitals. 


208. Could I ask for some written evidence of the 
increase in numbers of NHS consultant posts in 
dentistry and perhaps any figures, if you have them, 
on the increasing numbers of referrals? 

(Professor Anderson) Probably the honest answer 
is that there is very little change in the number. There 
is no increase. Health authorities would say that if 
there was to be an increase it would be for provider 
units to make a case and then the purchasing 
authorities have to purchase more of those services. 
That has become something that is negotiated at the 
local level and would be for people individually to 
make that case. If it were looked at nationally I do 
not think there has been a growth in the specialist 
services at all recently. 


Tessa Jowell 


209. I should like to develop some points in Mr 
Bayley’s questioning in relation to this dual function 
of treatment of people principally for teaching 
purposes and treatment of people because they need 
to be treated. There are obviously some analogies 
with the role of accident and emergency departments 
in large cities where they perform a primary care 
function for people who do not have GPs or where 
the GPs are not normally available—they may not 
have a deputising service or an adequate deputising 
service, single handed practices and so forth. Do you 
think that is a fair analogy? My second question is 
what kind of people are you treating who just need 
dental treatment? Is this a route in to free dental 
treatment for people who are in the know, who know 
how to work the system, or is it a way into dental 
treatment for people who are the kind of people who 
are not registered with dentists, or people who drift 
around a lot, change address a lot and so forth? 

(Professor Smith) | think there are perhaps three 
groups that essentially come into that category of 
receiving primary care. One is those who come on an 
historical basis. That is what they have always done 
and that is what the family has done. Another is that 
they are captured when they attend the dental 
hospital for some emergency reason and then come 
on board in that way. The other group is essentially 
those who have the time because to be treated by a 
dental student takes much longer both in terms of 
each visit that one has to make and perhaps the 
number of visits that one has to make. 

(Dr Lamb) | wanted to say something about the 
number of consultants within the hospital service. 
The point I was making was that there has been an 
established oral surgery consultant service for some 
time and an orthodontic consultant service for some 
time. Over the last 20 years or so there has been a very 
small but slow increase in the number of consultants 
in district general hospitals outwith dental schools in 
restorative dentistry. I believe that the British Dental 
Association has these figures which would confirm 
what Professor Anderson was saying, that there has 
been a slow rise, which we can let you have. 

(Mr Cunningham) | would like to add to Professor 
Smith’s list that there is a group of patients who 
believe they receive a very good service. 

Mr Bayley: Me for one, and I am grateful. 
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Tessa Jowell 


210. Do you try to discourage people from coming 
for straightforward primary care? 

(Professor Grant) No, dental students can only be 
taught on patients who require primary care. | think 
that is a fundamental view. 


211. Yes, but if you have satisfied your teaching 
requirements, you have enough people for the 
students to learn on, do you try to discourage the rest 
who just come because they get a very good service? 
Do you tell Hugh Bayley to register with a dentist, for 
example? : 

Mr Bayley: I am going for very specialist 
secondary work. 

(Professor Brook) On this question of the specialist 
referrals it is worth emphasising that the dental 
hospitals have a role here in the training of future 
consultants as well. That is where there is a coming 
together of the need of some people for specialist 
services and also a need of training for future 
consultants. That we have not brought in before. 

(Mr Cunningham) There is a natural process that 
takes place. As our demand for patients is fulfilled so 
we begin to develop a waiting list. There comes a 
point when patients will decide on balance not to wait 
on the waiting list and they will go to find their 
treatment elsewhere. We heard earlier of one dental 
school overwhelmed with demand where they had to 
close their waiting list, the need being met. It would 
be unreasonable to keep patients on a waiting list 
that is excessively long. 


Mr Trend 


212. In your memorandum you identified a steady 
and long-standing increase in the number of people 
referred for expensive treatments or items for which 
the patient contribution in the GDS would approach 
or reach the maximum. Is there any monitoring 
mechanism in place to oversee referrals between the 
GDS and the dental hospital service with regard to 
these expensive treatments that you refer to in your 
evidence? 

(Mr Cunningham) | suspect the answer is that it is 
variable. Some hospitals probably monitor the 
situation. Whether they modify their activities as a 
result of that I could not say. Some dental schools 
and hospitals do not do so. 


213. What is the effect if you do not? Are there 
places where this is coming to a pinch? 

(Mr Cunningham) | suspect that is so. The point 
has been made already that not only are the waiting 
lists long to get to see a consultant in restorative 
dentistry in a dental hospital, but once the patient is 
accepted for treatment there may be a further wait 
because the treatments themselves are intrinsically 
complex, they take a long time and the staffing in 
many of the hospitals I suspect is not adequate to 
cope at the pace they would like to in dealing with 
these problems. 

(Professor Grant) 1 would like to add to that my 
own experience in Manchester. There are patients 
who have for many years been referred simply 
because they have been unable to afford what they see 
as a costly treatment. Some who came at the 
beginning of the health service think that any charge 
is a private charge, it is not seen by them as National 


Health Service because it was free at the beginning. 
It is not free any more and they think they are being 
charged for the whole of the treatment, which is not 
so. But we reach a point where we simply cannot take 
on that load of patients. In which case the patient is 
provided with a list of practitioners or referred to the 
FHSA in order to seek treatment elsewhere. In the 
main they seem to be able to get their treatment. 


Rey Martin Smyth 


214. Both groups in written evidence expressed 
some concern about both the quality and the 
quantity of prospective dental practitioners. Would 
you like to enlarge upon that concern? Is this a long- 
term problem? 

(Dr Lamb) Yes, I do not think we were concerned 
about the quality of dental practitioners. We were 
concerned perhaps about the quantity of applicants 
to the dental schools. It is certainly true to say that 
over the last seven or eight years there has been a 
reduction in the number of applicants per dental 
school place from about three to 1.8. When we then 
look at the academic qualifications that are required 
from those students, we are about in balance with the 
number of people who are qualified in academic 
terms to do dentistry with the number of places. | 
think it is wrong for the Committee to take the view 
that academic attainment is the only measure of 
quality. As an admissions officer in one of the dental 
schools myself I would be concerned as much about 
the individuals themselves. We need some indication 
that the individual applying for dentistry is a caring 
type of person, has a background of interest in caring 
for people and the like. Soa measure of quality based 
only on A-level results is not a good idea. 


215. It was that level of quality rather than the 
academic admission standards that was causing you 
some concern? 

(Dr Lamb) Yes, | am saying that you take all 
factors into account. The UCCA forms, which give 
an indication from the head teacher of the 
personality of the applicants, the way they get on 
with other people, the academic qualifications that 
the students actually obtain at the end of the day and 
the motivation of the students themselves which we 
try to assess at interview are all factors which roughly 
give us balance in the number of applicants that are 
qualified for the number of places within the dental 
schools in the United Kingdom. 


216. Do you see it as a short-term problem or a 
long-term problem? Is it something that is giving you 
concern over a period? 

(Dr Lamb) It is increasingly causing us concern. 
The numbers are certainly falling off. They would 
appear to be falling off in greater numbers than the 
demographic trends would suggest. There are a 
number of reasons why this might be occurring. It 
may be that with a 5-year undergraduate course and 
the increasing requirement for students to pay a 
larger proportion of the costs of taking them through 
universities themselves that they may be opting fora 
shorter course. There are other factors as well. The 
brighter students may be picked up by companies 
who may sponsor them through a course if they are 
science-type individuals. These are the kind of factors 
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that are influencing the potential 
applicants. 


number of 


217. What were the conclusions of the recent 
symposium on dental recruitment held by the 
General Dental Council? 

(Dr Lamb) The conclusions of that group were that 
there are certain areas of the country that should be 
targeted for recruitment activity. It was suggested 
also that careers advisers and careers officers in 
schools and in the secondary school system should be 
better informed about dentistry as a career, the 
prospects for dentistry and the variety of 
opportunities within dentistry. Also to target general 
dental practitioners who are perhaps in the front line 
of either encouraging an interest in dentistry or, 
adversely, perhaps putting people off studying 
dentistry. 


218. There are several subquestions that I would 
like to ask you for clarification. Many patients 
appear to experience difficulty in obtaining 
orthodontic treatment under the National Health 
Service. Is this your experience? 

(Dr Lamb) | am not sure that I would be the best 
person to judge that, but anecdotally I think people 
are, but perhaps some other members of the panel 
might be able to give some figures on that. 

(Mr Cunningham) | can make a similar comment 
from a different region of the country. On Merseyside 
there is a scarcity of orthodontic practitioners who 
are fully and properly trained to conduct that 
discipline. 


219. As clinical teachers how much of orthodontic 
treatment do you consider necessary from a health 
view point and how much is not strictly clinically 
necessary in health care terms? 

(Mr Cunningham) That is a very difficult question, 
but it is easy to see orthodontics as a cosmetic type of 
treatment. That would be to undersell it very 
significantly. Many young people who are in need of 
orthodontic treatment feel that very strongly. There 
are emotional and psychological elements to the 
management of a number of patients and some of 
them are quite severely disfigured in a way that can 
be managed by orthodontic means. There are some 
again who have a functional deficit that can be 
managed by orthodontic means, although I suspect 
they are probably in the minority rather than in the 
majority groups. The dimension of need is rather 
nebulous. You can have a patient who, on the face of 
it, has a minor deficiency in the way his teeth are 
aligned and yet he views that very strongly from a 
personal point of view. 


220. Do I take it from your answer that you see a 
place being provided in the National Health Service, 
but you recognise that there might be a range of 
conditions which may have to be attached to it? 

(Mr Cunningham) Yes. 


221. Can I return to the periodontal area? That 
came out of the Deans’ evidence. It seemed to be that 
the emphasis was solely on caries. Is that observation 
correct? Are there any other factors? Would the UDT 
like to comment upon that problem? We touched 
earlier on this when Mrs Lait asked whether anybody 
wanted to follow up on that question, which was 


followed by silence. I want to go back to this, 
especially from the UDT side. 

(Mr Cunningham) | am not sure that I fully 
understood the question. We have spoken about 
periodontology once or twice already. What is the 
particular dimension? 


222. There seemed to be an emphasis coming 
through in evidence at an earlier stage—I do not 
believe we were addressing the problem fully—which 
would have given an emphasis that the problem was 
caries, dental decay. Is that the sole factor or are there 
any other factors that should be borne in mind? 

(Mr Cunningham) | think I commented earlier that 
one factor that may have played a part in the 
establishment of the balance of approach to these 
diseases was an educational one, but that now goes 
back some decades and | would not put great 
significance on that now. The undergraduate course 
very adequately deals with periodontology and the 
need for periodontal treatment. 


Chairman 


223. Dr Lamb, I wonder if I could come back to 
something you were saying a little earlier? Do any of 
your candidates cite their prospective earnings as a 
disincentive to becoming a GDP? 

(Dr Lamb) A disincentive? No, I do not think it is. 
Obviously when we interview prospective dental 
students they are concerned about the prospects of 
employment in the future. We try to reassure them 
that the Department of Health looks at manpower 
requirements and tries to balance the numbers of 
dentists that we are training for the potential 
numbers of vacancies that are going to be there five 
years down the line. Money is obviously something 
that they talk about, but not in the way that you were 
describing it. 


Mr Clappison 


224. I have a question on similar lines, but what I 
would like to clarify with you is the time scale in 
which you said this decline had taken place. I think 
you mentioned ten years. That is your estimate? 

(Dr Lamb) In our evidence we gave a table of the 
reduction in the numbers of applicants to the dental 
schools and compared it with medicine. The figures I 
was quoting were from 1983 to 1990, about three 
applicants per dental school place to about 1.8 
applicants per dental school place in 1990. 

(Professor Smith) \t is fair to say in that context 
that there has been a reduction in the number of 
available places in dental schools over that period by 
about 20 per cent, so that is probably being taken 
into account by people studying the appropriate 
subjects at school. The other point that I wanted to 
raise in relation to this was that the most potent 
recruiting agents for the dental schools are the 
general dental practitioners and the consultants in 
orthodontics. It is there that the students pick up the 
idea that they would like to become dentists. 


Alice Mahon 


225. In the evidence from the University Dental 
Teachers, paragraph 9 it says that some admissions 
tutors have reported that there is some anxiety about 
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career problems, that some students are worried 
about security since they were sixth-formers. I 
wondered if anybody would like to comment on that 
because that is in the evidence. 

(Mr Cunningham) That is true, Chairman, it is 
simply a statement of the fact that this year there has 
been an increased number of inquiries. There have 
always been some inquiries in relation to the 
profession as a career quite obviously, but in the last 
six months the admissions officers did so report. 


- Chairman 


226. You point to the fact that the profession of 
dentist must be perceived as attractive, therefore how 
would you as leaders of the dental profession attempt 
to make dentistry in all its branches more attractive? 

(Mr Cunningham) The vast majority of dentists 
who qualify historically become general dental 
practitioners and historically the vast majority of 
them have worked in the general dental services. We 
must make the general dental services attractive 
because that is the role model that the majority of 
sixth-formers will look to when exploring the 
possibility of a career. For the most part I would 
believe that those who ultimately become oral 
surgeons or consultant orthodontists or whatever 
discover that route at dental school. Orthodontics is 
an exception perhaps. I suspect there are people who 
join the course wanting ultimately to be an 
orthodontist because they have had experience of 
that, but they are relating their expectations to their 
experience. 

(Professor Grant) Since orthodontics has been 
mentioned, can I return to a point that the Rev 
Martin Smyth asked about before in relation to 
orthodontics when he asked Mr Cunningham to 
agree that some conditions should be placed on 
orthodontists. The orthodontists themselves are 
addressing this problem. They are carrying out 
research at the present time into the development of 
indices which would give a clear indication about 
whether or not orthodontic treatment was properly 
required or not. 


Mr Trend 


227. In an earlier question you were asked what the 
expectations of dentists were and that made you all 
smile in the most engaging manner. Is that because 
many young people going into dentistry think that 
this is a really advantageous thing to have done? 
What is the culture of the common room when they 
sit down in the evening? Do they think there is a pot 
of gold at the end of the rainbow? 

(Dr Lamb) To be perfectly honest I think the 
majority of people who come into dentistry are 
interested in caring for people. That is what we get 
from interviews. They want to look after patients. 


Chairman 


228. You say they come in because they want to 
care for people. How do you think they feel after they 
have been in the system for a while? What will happen 
later, do you think? 

(Dr Lamb) Perhaps one of the Deans could answer 
that! 


(Professor Grant) | think undergraduates come in 
for good altruistic reasons. I do not think that the 
majority or even a small minority of them would 
come in purely for pecuniary reasons. I do not think 
that is there at all. We all work very hard at making 
our undergraduate dental courses as attractive as 
possible to the undergraduate dental students. We 
hope we transfer some of our own enthusiasm to the 
undergraduate dental students. | think the realities of 
life—when they discover there is a fair bit of work 
associated with their altruistic ideals—are such that 
they become more directed as they go along towards 
whether they wish to enter into the general dental 
service or whether they want to look for a salaried 
service which could be either in the community 
service or in a school where they may be able to carry 
out research and develop in that way. 


Tessa Jowell 


229. With the mandatory vocational training 
scheme in 1993 and the new requirements for 
postgraduate education in the GDS terms of service, 
do you think that these constitute an appropriate and 
sufficient stimulus to dental practitioners for 
continuing their education throughout their 
practising life? 

(Mr Cunningham) A great deal has been happening 
in relation to general dental practice that relates to 
the quality of the care that practitioners deliver. We 
hope we start with a high quality undergraduate 
course and the vocational training scheme allows a 
softened interface between the comfort of the dental 
school, if I can call it that, and the hardness of the 
outside world. The people we know who are involved 
with vocational training are deeply committed to it as 
trainers. Many of them have a part to play in the 
dental school. As you know dental students 
undertake treatment in the dental school under the 
supervision of the staff and many of the staff are 
themselves general dental practitioners who have 
committed themselves to continuing education and 
high standards. We hope that rubs off not only on the 
students but on the newly-qualified vocational 
trainees. We have seen the emergence of the new 
faculty of General Dental Practice at the Royal 
College of Surgeons and the implementation of a 
diploma in general dental practice. It seems from 
where I am sitting that there is a lot of demand for 
that. It seems to have been a very popular move, the 
diploma leading to membership. At some point in the 
future there may be higher qualification. What we are 
beginning to see is the development of a career 
structure, a series of stages, all of which are based on 
quality and continuing education. There seems to be 
considerable demand. In addition the profession 
itself has been taking a series of initiatives that you 
may know about. The BDA in conjunction with the 
Department of Health has run a distance learning 
package called Masterclass designed, in the first 
instance, to improve communication skills within 
general dental practice. There will be a second 
Masterclass in due course, I believe, in relation to 
staffing of dental practices. There has come from the 
advisory board in general dental practice at the 
Royal College of Surgeons what is known as SAMS, 
the Self Assessment Manual and Standards, a system 
that the practitioner can take as an individual or with 
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a group of colleagues, to look at standards, the 
attainment of standards, criteria for standards with a 
view to improving the quality of the care they deliver. 
We have seen the peer review pilot study from the 
Department of Health. The uptake of that has been 
very reasonable with 160-odd projects under way at 
the present time with about 1,100 or so dentists 
involved. That moved on to clinical audit, the 
formalisation of that process and we shall shortly see 
the publication of the booklet from the BDA and the 
Faculty which deals with clinical audit, how to get 
started. That is the publication that is imminent. 
There is a lot going on. It is self-generated from 
within the profession. There is a definite groundswell 
from the profession wanting to maintain and 
establish high standards. The demand for 
postgraduate courses is higher than it has ever been 
before. So there is a lot going on that is very 
encouraging. 

(Professor Grant) | want to add something to that. 
Mr Cunningham has covered the ground very well, 
except for the formal university higher qualification, 
the higher degree qualification, and that is the course 
masters degree. The masters degree is for research 
and PhD work and there is a noticeable increase in 
the number of British applicants for masters degrees 
also. It is a very welcome trend. In the past most of 
these courses have been filled with foreign students, 
but a lot of national students are now taking them up 
and we are very pleased. 


Mr Sims 


230. Mr Cunningham you made a brief reference 
earlier to hygienists. Can you or any of your 
colleagues tell us a little more of the role of hygienists 
and the dental auxiliaries, whether there are sufficient 
of them, whether there is scope for them to do more 
and thus relieving dental practitioners of more 
routine work and, of course, reducing the cost of that 
work? 

(Mr Cunningham) This, as you know, is the subject 
of an inquiry by the Nuffield Foundation at the 
present time. They will be reporting towards the 
middle of next year. Evidence is being gathered from 
a wide variety of sources. The hygienist, along with 
the dental surgery assistant, are the two most well- 
established auxiliaries. These are functioning very 
substantially already in the profession. The value of 
the hygienist in the context of our earlier discussions 
is well-proven and well-accepted. I am sure the 
profession sees a future where the dentist is a team 
leader and the nature of the team he leads will 
perhaps over years change in style and in emphasis, 
depending on the particular need. There is no doubt 
that the use of auxiliaries may play a part in such a 
team. Those I have mentioned already are well 
established and I clearly see those as continuing. We 
are all awaiting the outcome of the Nuffield 
recommendations with interest. 


231. There is no feeling within the profession 
against less highly qualified people doing routine 
work? 

(Mr Cunningham) The profession is anxious to 
provide the very best quality of service for its patients 
and to do that cost-effectively. That is the answer I 
would give you. 


(Professor Anderson) Cost-effectiveness is the 
word. Might I just add to that the ancillary workers 
are trained alongside dental students and already in 
the undergraduate course you will have these people 
working together during their training, so the new 
members of the profession are well used to 
understanding the skills and help that these people 
can provide. 

(Professor Brook) Can | explain that the dental 
team needs to be trained together if it is to continue 
to act as a team when qualified, so it is important that 
any additional training is concentrated together 
within the dental hospitals. 


232. What about the dental technician 
manufacturing dentures now to very high standards? 
They are not permitted to do more than that. But you 
know that some of them would like to be able to do 
the preliminary work and actually fit dentures. Do 
you have a view on that? 

(Dr Lamb) Yes, I have a view on that. I think it is 
important that the initial diagnosis, treatment 
planning must be done by a dentist. I think we must 
establish that. There is a slight dilemma. The number 
of highly skilled qualified technicians is not perhaps 
as many as you think. They are trained to provide us 
with the dentures, the orthodontic appliances and the 
like that are required for patients. If we take some of 
these people away to do the clinical work, as you are 
suggesting, there may be a deficiency within the 
provision for the appliances that dentists require. 


233. Yes, I can see that, if there are not sufficient 
of them. If there were sufficient would there be any 
professional objection to their being more involved? 

(Mr Cunningham) | think the key is, as Dr Lamb 
said, that we would not think it wise to have such 
individuals independently practising. It is essential 
we feel that the dentist is the team leader and the 
individual who is responsible for the care of the 
patient. Anybody by way of auxiliary staff working 
with the dentist would work under the dentist’s 
supervision. The dentist would ultimately be 
responsible. Such individuals would have to be 
registered. These would be the important safeguards. 
The thing to bear in mind also is that dentures are of 
many different kinds, but you can divide them into 
two types: the complete denture and the partial 
denture. The provision of a partial denture requires 
careful integration with the other aspects of 
treatment and I think that requires the skills of a 
dentist. 


234. Perhaps I could turn to another aspect. Since 
my distinguished constituent Professor Poswillo 
produced his report on anaesthesia in dentistry, 
which was accepted by the Department, that seems to 
have led to a number of dentists being less willing to 
do the sort of treatment that involves anaesthetics 
and that has been transferred to hospitals or the local 
service. How big a factor is this? Does this suggest 
that there should be a closer integration between the 
general dental service and community dental services 
or the local dental hospital so that this problem could 
be surmounted? 

(Professor Brook) Perhaps I can begin to answer 
that with the point we were making earlier about the 
increase in the number of children who are coming in. 
This may be yet another of the factors with that 
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referral, but while there is the provision of Poswillo 
monies to look specifically at the general anaesthetic 
services with the children coming into the hospital 
there is much more in the way of their care—first of 
all their examination and diagnosis and their 
management afterwards—that has to be taken into 
account and perhaps has not yet been fully taken on 
board. That is one of the influences. I support your 
point about the increasing integration there should 
be in the planning of services for such patients. 

(Professor Smith) | was going to make a very 
similar point. 

(Professor Anderson) There is no doubt that 
general anaesthetics are a risk and a risk that is no 
longer acceptable within the dental profession.! 
Therefore there have to be centres with properly 
trained anaesthetists there to provide this. The local 
knowledge that I have is that the regional health 
authority has taken this on board and in conjunction 
with the FHSAs have negotiated and discussed this 
point. With the resources that are available and by 
altering the contract with the dental hospital they 
have taken this on board and achieved what you are 
suggesting. 


Mr Trend 


235. Can we now discuss the new contract? The 
difference is said to be the maintenance of oral health 
rather than the securing of dental fitness. Can you tell 
us what that means to you and do you think it has 
been of benefit to the patient? 

(Professor Anderson) As | understand it, I admit to 
not having been in general dental practice, the 
attaining of oral fitness was getting somebody to a 
standard of dental health at a point in time. You 
would ensure that there was no disease in their 
mouth, that they had a functioning mouth and that 
the aesthetics were right. That does not necessarily 
mean everything was dealt with, but there was 
nothing of that nature. There was nothing in an 
individual’s oral health that would affect their 
general health. That was at a point in time and 
dentists under the old contract were required to get a 
patient to a level of dental fitness. At that moment the 
contract would be terminated, so the dentist had no 
responsibility to ensure that that went on, so from 
then on that state could degenerate, more disease 
could arise and that was not accounted for in the old 
contract. Now a level of oral health has to be 
maintained throughout the period of continuing 
care. 


Mr Congdon 


236. Can I build on that point about preventive 
care and the maintenance of oral health. Do you 
think the 1990 contract created the appropriate 
incentives? What do you think the effect has been in 
practice? 

(Professor Grant) Perhaps I can expose my 
ignorance because I have not been in practice in this 
country, but there is an introduction of a very 


'Footnote from witness: There remains a need for general 
anaesthesia to facilitate the provision of certain aspects of 
dental care to some patients. Teh profession believes that 
such anaesthetics should be administered by appropriately 
trained practitioners in appropriately equipped facilities. 


important element in relationship to maintenance of 
adult patients that now forms part of a practitioner's 
remuneration. | am by no means sure whether the 
proportion of that money, which I may call income, 
is right relative to the funds that a practitioner earns 
by dint of carrying out fee for service treatments for 
patients. Dental practitioners have a real problem in 
relationship to the fee for service. There is a very high 
proportion of fee for service activity and this arises 
from the fact that they have a gap in the return of 
money which they have to outlay for their materials 
and so on to treat patients. Dental materials have had 
a very high inflationary factor over the past few 
years. The money that the practitioner gets in return 
for the outlay that he has made comes in in 
retrospect. That provides something of a burden. The 
income can be up to a year late coming in for some 
items and that provides a burden for practitioners. It 
is not knowing what the net target income is because 
the difference is not known until some time after the 
work has been carried out. To have some continuing 
income based on maintenance of oral health would 
be very helpful. 

(Mr Cunningham) The registration of patients 
under the terms of the new contract appears to have 
exceeded expectations and it would appear that the 
practitioners are content to register the patients, if 
that is what you mean by incentive. 


Mr Clappison 


237. The Dental Education Advisory Council 
states in its written evidence: ‘The quality of care 
provided by GDPs working within the NHS is not 
adequately monitored’’. How do you justify such a 
claim and how do the University Dental Teachers 
respond to this? 

(Professor Grant) The fact that the measures that 
Mr. Cunningham referred to earlier in relationship to 
the quality of activity that is now being undertaken, 
the auditing and so on, is a recognition by the general 
dental service that this is a requirement, that they 
need to have this knowledge generated by 
themselves. 

(Mr Cunningham) The dental reference service 
clearly finds it difficult to monitor the items of 
treatment that many practitioners do in great detail 
in relation to the numbers that are carried out. It may 
be appropriate in the future for such an organisation 
to content itself that clinical audit is being adequately 
carried out by practitioners. This has analogies 
elsewhere in terms of academic audit, for example. 

Mr Clappison: Would you have any view on what 
you see by way of referrals on variations in the 
quality of care? Would you like to express any view 
on that? 


Chairman 


238. How do you actually measure quality? 

(Mr Cunningham) There is no straightforward 
answer to that, Chairman, as you know. The quality 
of care will relate to the nature of that care and the 
outcome of a delivery of care will have to be 
compared with what the general expectation might 
be in the profession at large. This type of problem is 
addressed in the self-assessment manuals that | 
referred to earlier, where discipline by discipline, item 
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by item the profession has got together and 
determined what the standard will be for hopeless 
work, inadequate work, adequate work and excellent 
work. It is for practitioners to use this as a yardstick 
to relate to their own activity. 


Mr Trend 


239. Can you say whether in the past 10 or 20 years 
the level of care has improved or declined in this 
broad sense. 

(Mr Cunningham) In this broad sense I would say 
it has improved. 

(Professor Grant) | would agree. 

Chairman: There is nodding all round. 


Mrs Lait 


240. Bearing in mind that we have heard evidence 
from the FHSA committee of NAHAT, they were 
suggesting that there was some point to those 
organisations taking over some of the work of the 
Dental Practice Board looking much more to provide 
the sort of managerial service they provide to GPs for 
dentists as well. Do you have any views on that as a 
proposal? Would it be better for local monitoring? 

(Professor Smith) 1 would imagine that would 
make the system more sensitive to regional and local 
variations. There is significant variation across the 
country in terms of disease levels, requirements, 
number of dentists and so on and there tends to be 
the development of particular cultures in different 
parts of the country. If this would lead to a more 
sensitive interaction with that situation I think it 
would be an improvement. 


241. Do you have a separate view? Talking of 
broadly monitoring, is there a role for the dentist— 
or give us the information—do the dentists monitor 
the work of the dental laboratories in a meaningful 
way? Obviously if the job is not well done it is sent 
back, but is there a more sensible ongoing 
monitoring process by dentists of the laboratory 
work? 

(Dr Lamb) | think there is no formal system 
currently. There have been one or two academic 
papers written on this subject and certainly there has 
been some controversy about these papers from both 
sides, from the clinical side and from the laboratory 
side. It is important that we should start to develop 
criteria for quality assurance and quality control 
within dental technology as well as within the clinical 
service. My own view is that the larger and better 
laboratories have started to introduce quality control 
into their activities. There are British Standards 
recommendations on quality control that relate to 
any field really and they have now started to look at 
these within the dental field as well. At the very least 
we would expect a qualified individual within a 
laboratory to check the quality of work that goes out 
of that laboratory. The dental profession itself has to 
accept or reject the quality of the work that they 
receive. Often this is done by not referring work back 
to that laboratory if it is unsatisfactory. 

(Professor Grant) There is a fundamental flaw in 
the way in which remuneration for laboratory work 
is carried out within the National Health Service. It 
effectively requires fee splitting to be carried out. The 
remuneration that the dentist receives for the work is 


used in part for the payment of the laboratory fee 
where laboratory work is required. That does not 
seem right to me because it means there is a limit on 
the control that the individual producing the work 
has over that and there is also a limit on what the 
practitioner can do in relation to providing for these 
funds. Fundamentally it ought to be a different purse 
that is paying that. That should be paid directly to the 
laboratories rather than paid to the dentist to pay on 
to the laboratories. If that was so then I think you 
would get proper competition between the 
laboratories which would then enhance the quality 
overall. Real competition would develop. You would 
choose because you would know that the funding 
was fixed. You would choose between the 
laboratories that produced the best work as you saw 
it. I think that would be an improvement in the 
overall arrangement between the clinician and the 
laboratories. 


Chairman 


242. Can | just press you on that? Who would hold 
the budget for this? Would it be the FHSA? 
(Professor Grant) Yes. 


Mrs Lait 


243. Just a quick factual question. Who owns the 
labs? Are they private or public? 
(Professor Grant) Private. 


244. They are all private? There are no public 
laboratories? 

(Professor Grant) There are community 
laboratories and of course there are laboratories in 
the dental hospitals, but on the whole they are 
private. 


Rev Martin Smyth 


245. There was a certain discussion earlier about 
quality. The Dental Education Advisory Council 
responded to a written question from _ this 
Committee. I will remind everyone what the question 
was: ‘““‘What is the difference, if any, between the 
procedures and standards currently practised in the 
dental schools and those in NHS dental services?” 
The response stated that: “differences arise from the 
requirements of teaching to the highest level of 
excellence on the one hand, and the practicalities of 
dental practice on the other ... the differences arise 
from the demands placed on the dentist to provide 
the level of service demanded by patients, and results 
from a shortfall of dental manpower’. What exactly 
do you think are the differences between what is 
taught and what is practised in dental care with 
specific reference to the GDS? 

(Professor Grant) | think I had better take the 
responsibility for that, had I not? It is very important 
that in the teaching situation dentistry is taught to the 
highest level of excellence. Practitioners must have a 
level to which they can aspire in their general 
practice. It is also taught in such a way that all the 
principles involved in treatment are well brought to 
the fore and understood because, after all, when a 
new dentist leaves the dental school or dental 
hospital he is nota fully turned out individual. He has 
to go on and get more practice. What we must ensure 
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is that the principles involved in good treatment are 
carefully nurtured in him or her so that when he is 
undertaking work, perhaps in a different way using 
different methods, he can discriminate between the 
requirements of patients in respect of whether or not 
they need the long way round or the short way 
round—if I can put it in those crude terms—of 
treatment. I am sure that none of us would want the 
quality of activity carried out in the National Health 
Service to be below the quality of work carried out in 
any other way in-dental practice in the country. 
Having waxed on about that I have forgotten the 
second part of the question. 


246. What is the difference between what is taught 
and what is practised in dental care with specific 
reference to the GDS? 

(Professor Grant) There is a problem in general 
dental practice. There is an enormous pressure on 
dental practitioners and they are taught to respond to 
the requirements of the individuals who come to their 
practice. If they have a waiting room full of people 
then they are determined to do something for those 
people because they have come to them for a good 
reason. There is thus a pressure of time on the 
practitioner concerned to carry out the work that he 
does to the best of his ability in the available time that 
he has. 


247. I appreciate that different dentists will use 
different procedures. You talked about long or short, 
but whatever procedure he uses it should be done 
properly, with great care achieving the highest 
quality of work. 

(Professor Grant) | agree. 


248. Is there not something wrong if they send out 
a patient under pressure with some slipshod work? 

(Professor Grant) It is not necessarily slipshod. It 
may be differently done. There is plenty of evidence 
that work that is carried out, let us say, by 
consultants because that represents the top level of 
practitioner, within the consultant’s practice, 
whether it is in a dental hospital or a district general 
hospital, takes a substantially longer time than 
similar work would take to be carried out in general 
dental practice. There is no doubt about that. It has 
been well-documented. Part of the reason for that is 
that it has been recognised as being very difficult or it 
would not come to the consultant in the first place, 
or some failure has occurred in the treatment that has 
been carried out when it gets to the consultant who 
then has to unravel the problem. But the consultant 
will be very careful in relation to all the activity that 
is carried out because it is certainly not cost-effective 
if he has to repeat again something that may have 
come to grief or is already difficult in the first place. 
There is not quite the same pressure within the dental 
school or hospital or district general hospital on the 
practitioner as there is on the man at the coal face, the 
individual in the general dental service. 


Chairman 


249. Is part of the reason that consultants actually 
receive a salary whereas GDPs are paid fees for item 
of service? 

(Professor Grant) That is correct. The implication 
of that is that they work slower or will do less work 
because it is salaried and the income is coming in 


anyway. I do not think that necessarily follows, if I 
may speak as a consultant. 


250. I only put the question! 

(Mr Cunningham) | have one brief comment. It 
would be a mistake to make a direct linear 
relationship between speed and quality. There are 
circumstances where something done quickly is of 
benefit to the patient. The patients like it if the 
treatment is shorter so they feel happier in that 
context alone. We referred in our evidence to a study 
that involved practitioners working both in the 
hospital service and out in practice. The outcome of 
the work was the same in both groups in terms of the 
quality and performance of the restorations. Those 
that were done in the hospital took twice as long to 
do as those outside. We timed them all. 

(Professor Anderson) 1 would not want the 
Committee to think that dental standards drop when 
people get out into general practice. I do not believe 
that is true at all. We have already described the 
interface between the two and how very senior 
general dental practitioners give up their time and 
come into dental schools to teach and then take those 
young graduates out into practice with them. There 
is a tremendous demand for those places. They take 
them into the health service. There is no way that that 
dedicated band of people who are on the edge of the 
university teaching are going to allow standards to 
drop. What you say might have been right in the dim 
and distant past, but there is far better interface and 
I do not believe it happens now. 


Rey Martin Smyth 


251. What we are trying to do is to tease out what 
is behind your answers. 

(Professor Anderson) As an individual I do not 
believe it is happening. 


Mr Bayley 


252. I would like to push the quality versus 
quantity argument a bit further. What you are telling 
us is counter-intuitive, is it not? You are saying that 
the throughput of work by general dental 
practitioners has increased and is increasing and 
when they came to speak to us they told us that it is 
increasing at a faster and faster pace because of the 
pressures of the contract to increase throughput. Yet 
at the same time you are saying that the quality of 
work done in aggregate is increasing, or have I 
misunderstood? 

(Mr Cunningham) The point I would make is that 
there is not a simple linear relationship. There comes 
a point, obviously, when quality is going to decline. 
No one would argue against that. 


253. Has it been reached? 

(Mr Cunningham) | think many of our colleagues 
in general practice believe that it has. That is perhaps 
why we are here. 


254. What do you think, as people one step 
removed from that coal face? 

(Mr Cunningham) The honest answer has to be that 
we do not know. 


255. Do you see a difference in the traces or the 
marks of quality of treatment in the people who come 
to you? 
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(Mr Cunningham) It would be hard to make such a 
measurement or raw judgment even. 


256. How far can you go on increasing the pace? 
Does it mean quicker treatment or does it mean 
longer hours? How do you think general dental 
practitioners are increasing their throughput? 

(Professor Anderson) There are a lot of matters all 
interrelated here. First of all the new contract in my 
eyes, being outside it, has altered the nature of work 
and although they are taking more patients on, many 
of those patients are having routine preventive care 
which is a principle we all welcome. Much more of 
the work done is of a simpler nature, so that is one 
way that allows them to take it on. The biggest thing 
in my mind that allows dentists to take on more work 
is the hours they work. One must not assume that 
every dentist is working a standard week. Some are 
working much shorter and some are working much 
longer. They adjust the amount of work that they do 
by those means rather than by the speed at which 
they work. I am fairly convinced—and I believe this 
information within the figures that come from the 
practice board indicates—that practitioners, once 
settled into a routine, are working at about the same 
rate per hour. What they do is suddenly decide that 
they have a day off from now on, or they will decide 
they will work Saturdays and Sundays and that is the 
way they are altering their rate. The extra work they 
are doing may affect their quality a bit, but many 
people in this world work long hours and would not 
expect to see the quality of their work challenged. 


257. We are all top quality MPs! 
(Professor Anderson) I did not say a thing! I was 
talking about myself. 


258. Some of the evidence we had about the fee 
income or net income for dentists—I cannot 
remember which it was—the net income figures it was 
which seemed to show an income of about £36,000 a 
year as the personal remuneration of a dentist, but at 
either extreme there were some retired or almost 
retired dentists who were receiving £2,000 or £3,000 
and there were some who were getting £200,000 plus. 
It must be more than a difference in the working week 
that allows a six or eight-fold increase in throughput. 

(Professor Anderson) The largest factor is the 
working week some dentists are in and that is one of 
the problems that needs to be sorted from the figures 
coming from the practice board. Some dentists will 
be doing two or three hours a week in the evening. 
There will be other dentists who are counted as 
dentists who are working a lot more hours and may 
have one or two assistants working with them and 
they still count as a dentist. When you are looking at 
those figures you have to realise that there is that wide 
variation within them. That varies across the country 
too. In locations close to cities or in inner cities there 
tends to be more people who are working not a full 
week and in the country the practitioners tend to be 
working a full week. 


259. Do you think there is a point at which the 
speed of work, if that is the way to put it, becomes so 
high that quality is compromised? How could the 
remunerating authorities or the rules’ of 
remuneration try to prevent that from happening? Or 
is that a false premise? Is there a decline in quality for 
the top grossing dentists? 


(Professor Anderson) | honestly cannot answer 
your question. I suspect and it is a personal view that 
people get to a working speed and it is very difficult 
to alter that. It is certainly very difficult to push it up 
because when they have been in practice for a while 
the way they will alter it is by doing extra hours or 
fewer hours. 


Mr Clappison 


260. To follow on from that, are there any features 
or corners which can be cut which you can see coming 
out in the cases which will come to you? Is there any 
way of telling the different speeds at which people 
may have been working and differences of quality in 
the care? 

(Professor Anderson) With respect you will have to 
address that to my colleagues. 

(Mr Cunningham) It is not possible to make that 
kind of judgment just looking at a mouth. You can 
determine its quality overall, but what has led to that 
quality is anybody’s guess. 


261.1 asked you earlier about variations in quality 
and you said you did not want to express a view on it, 
but can I press you a little further on that? Are you 
saying that the work is of roughly similar quality? 
You must see differences in the quality of care. 

(Mr Cunningham) Yes, | do, but I would never be 
inclined to make a judgment on the individual 
practitioner because I would be quite unaware of the 
circumstances in which the work was provided. It 
would be very unwise to do so. I am not aware of 
rogue practitioners who are always producing poor 
work, if that is what you are looking at. But you are 
right. Obviously we see a range of quality of work. 
We would need to know the history of that work, 
when it was done, under what circumstances, how 
long it had been there and there is a tremendous 
variation biologically in the individual patient 
anyway that might account for the deterioration of a 
situation. It is simply not possible to give you a 
simple answer to that complicated question. 


Chairman 


262. I would like to put a question to you, Mr 
Cunningham. The UDT Committee states that it 
views with concern—and I quote from the 
document—‘‘what is perceived as a steady decline in 
NHS Dental Services’’. Can you tell the Committee 
what exactly do you mean by “decline” in this 
instance and who is doing the perceiving? 

(Mr Cunningham) Yes, the perception is in a 
number of areas. We have discussed some of them 
already. We have a particular anxiety in relation to 
the perception of the would-be dental students, the 
potential undergraduates and how they see the 
service. As I said earlier their role model by and large 
is the general dental practitioner and we would insist 
that most applicants for dentistry will have been with 
a general dental practitioner in the practice as part of 
the work experience we would expect an applicant for 
dentistry to have undertaken. We are aware of the 
difficulties that are presently besetting the general 
dental services and we know that probably all 
practitioners hold a view about them. The telephone 
calls that we were referring to earlier, seeking 
clarification and reassurance on those points, are 
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indicative of the fact that the perception on behalf of 
those individuals is perhaps not what it was some 
time ago. Conversations with our own dental 
students show that their perceptions are altering and 
we expressed that in our written evidence. I suspect 
that the perception of our general practitioner 
colleagues is significant. Again we would not be here 
discussing this if they did not have serious concerns 
about the service. We would not go so far as to say 
that the service has declined or was in decline, but it 
is the perception of that decline that worries us. 


Mr Congdon 


263. Can | pick up the question of funding the 
service and remunerations of dentists? What do you 
think the effect would be on the general dental service 
of a move to a system of funding all dental care by 
capitation as opposed to fees? 

(Mr Cunningham) There is not a great deal of 
scientific evidence on which to base advice. That 
which is available has been quoted to you in our 
evidence. You will see there that the suggestion is that 
there is a tendency for less treatment to be 
undertaken than in the fee per item service. There was 
no structured evidence that the patients suffered as a 
result of this. There appeared to be a shift towards a 
preventive approach rather than an interventionist 
approach. The Committee have it as written 
evidence. 


264. Can | just build on that? If that is the case then 
why not have a completely salaried service? 

(Mr Cunningham) | suspect the amount of work 
conducted under a salaried service will not be as 
great. We have discussed that already. I suspect that 
a totally salaried service would simply not cope with 
the amount of work that has to be done. It is the 
orders of magnitude that we have to compare here. 
The dentist working in the capitation scheme did not 
in any way grossly undertreat the patients. It was a 
marginal thing, so the difference in the treatment 
carried out in terms of quantity was not that 
different. | doubt that you would get that quantity of 
work produced by a totally salaried service. 


265. Can | just press you on that? Why do you say 
that because in your evidence it states that there is 
little hard evidence that any changes in systems of 
remuneration have a permanent effect on dental 
treatment provision? 

(Mr Cunningham) Yes, but here we are talking 
about a particular experimental scheme, looking at a 
certain number of patients in certain circumstances. 
You are now proposing to extrapolate that to cover 
the entire community. Quantitatively we are in a 
totally different situation there. 

(Professor Grant) | just wanted to make sure it was 
understood that they were not only treating children 
in that experiment. They were also carrying out other 
forms of activity. 


266. I was seeking to see whether you had any 
views on whether a different form of remuneration 
would be of benefit or not? 

(Mr Cunningham) A_ different system of 
remuneration might have specific benefits in specific 
circumstances, but I am not competent to say 
whether a totally altered system for the entire 


community would be the answer. I doubt that it 
would. 


Chairman 


267. Can I just put this point to you, then? Your 
view that a salaried service would have lower 
productivity is a matter of opinion only. Would I be 
correct in saying that you have no evidence to back 
that up? 

(Mr Cunningham) No, | do not have any evidence 
other than that to which I referred earlier, the pace of 
work undertaken in the production of restorations 
by hospital dentists compared with general dental 
practitioners. The study in question was perfectly 
routine work. It was not specialised or advanced 
work and the productivity was certainly different. 


Mr Sims 


268. It is certainly true, as the UDT evidence states, 
that dentistry is able to offer a wider range of often 
increasingly sophisticated techniques than ever 
before. Given that and given too that there is 
inevitably bound to be a limited budget for the 
general dental service, is it reasonable to expect that 
all these techniques can take place within that 
service? Might there not be some limitation of the 
techniques that could be available? What would be 
your view about having some kind of core service 
that is available and the more sophisticated 
techniques be paid for? 

(Mr Cunningham) There would be risks in limiting 
the service by saying that certain techniques will not 
be available. I think the dental practitioner in the care 
of his patients needs to have available the total range 
of treatments. We have discussed earlier in relation to 
orthodontics and the range of need in relation to a 
given technique. Some patients are in very great need 
of a technique, others may be in marginal need of it. 
If you were to take the technique away then the 
patient who is in very real need would miss out at 
least in the general dental services. I would be against 
that. Ultimately if you say there is a limited resource 
then we would have to identify a strategy for oral 
health or it would have to be identified for us so that 
we could look at how that might be met in the context 
of the budget available. We are talking about 
priorities I suppose. If you ask a range of specialists 
what the priorities might be, you may end up with a 
whole range of different lists, but we could offer you 
some kind of philosophy, if you like, rather than hard 
practicality. 


269. This really means then that the Estimates 
Board would be putting its foot down on a number of 
treatments that you might have thought were 
desirable because they were so expensive? 

(Mr Cunningham) It would depend upon the 
circumstances in which they did that. If you are 
suggesting that they would make an individual 
determination in relation to each patient’s needs then 
I suppose the answer would be yes. In a sense they do 
that already. 


270. So you are not keen on the idea therefore that 
there should be certain techniques that could be 
available that the patient would pay for over and 
above the basics, as it were, a core service? 
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(Mr Cunningham) | am not against in principle the 
suggestion that a patient might be invited to pay for 
certain items of treatment in certain circumstances. 
But I would not wish such a limitation to apply across 
the board. 


Chairman 


271. Professor Grant, may I take you back a 
moment? The DEAC have made no comment on 
their view as between a salaried and a fee per item of 
service system of remuneration. Do they havea view? 

(Professor Grant) We probably have the same 
difficulty that Mr Cunningham has found himself in 
about treatment with that question. 


272. That is why I put it! 

(Professor Grant) There may be an individual view, 
but I am not sure there is a collective view in relation 
to that, Chairman. 


Mr Trend 


273. 1 should like some clarification of one of the 
things you said. You said that the GDS cannot be 
expected to deliver more and more patient care with 
a relatively reducing resource and hope to maintain 
or improve the scope and quality of that service. 
What do the committee mean by “relatively 
reducing”’ in this instance? 

(Mr Cunningham) | think we were referring to the 
progressive reduction in fee per item of service. 


Mr Congdon 


274. We had this little argument with the BDA. 
The actual expenditure is not reducing on dental 
services, so how do you relate that to reducing 
resources? 

(Mr Cunningham) | think what we are suggesting is 
that within the context of that total budget more 
items of work are being undertaken and there comes 
a point when that cannot go on, as we have been 
discussing earlier. 


275. Is it wrong in principle then, for dentists, like 
other groups of people, not to improve productivity? 

(Mr Cunningham) 1 think they should work 
productively and at a high quality. 


Alice Mahon 


276. Do any of our witnesses have any new 
proposals for how to secure the greatest good for the 
greatest number from dentistry’s share of public 
funds? 


(Professor Anderson) May | give a personal view? 


Chairman 


277. Yes, of course. 

(Professor Anderson) Which is why | ducked a 
question earlier as I am involved in dental public 
health rather than individual clinical work. I stress it 
is a personal view and nota BDA view. As has rightly 
been identified, and many of the profession are 
realising now, I believe, there will be a cash limited 
system. As I see it the money that will be available 
will not be able to pay for all the services that 
everybody might wish. Nor will it be able to pay all 
the salaries of all the dentists there are, especially as 


more come on stream. So I do not think it will meet 
either the needs of the patient or the profession. 
Therefore if that money is to be spent there is need for 
there to be Government policy on how they want the 
profession to spend that money and on what they 
wish to spend it. I then believe there is a system 
already in existence throughout the rest of the NHS 
system which, if applied to the general dental 
practitioner system, would serve well and that is the 
purchaser/provider system. I would see FHSAs being 
local purchasers with the dentist being the local 
providers, working in a system that we are used to 
because we have been in the hospital side of the 
health service. We can see that it gives you all the 
things you want: quality, standards, cash limited, 
security for the people there because they will know 
how much money they are getting, each practice 
working ona budget with an agreement to provide so 
much service for a particular group of individuals, 
working within a specific time and opting in as much 
as they want. Not all practitioners will want to spend 
all their time doing that, but they could opt in. A base 
level of treatment to be provided. We might be 
pushed on that, but I do not know what that would 
be. That is something that could be decided. Certain 
things would have to be out and certain things would 
always be in. Certain people would always be in and 
some would be on the outside. All that would have to 
be looked at in the same way as contracts are drawn 
up between all the rest of the NHS. I personally feel 
that that is a system that should be looked at 
seriously. I think it would answer a lot of questions 
and would overcome whether we are a fee per item or 
salaried service. Each practitioner would have his 
own budget and would be expected to stick to it and 
to provide a certain amount of care at a certain level 
of quality. 


278. Professor Grant, I shall come to you for this 
and then one of your colleagues later. Perhaps in 
answering the question you would like to give me a 
personal view on a salaried service as you are 
obviously not able to give a collective view. 

(Professor Grant) Most of the areas where salaried 
services operate tend to be less cost-effective than 
where there are other incentives provided within the 
remuneration system. There is evidence of that from 
other countries in the provision of services for 
children. Children are usually picked on for these 
things because there is a relatively limited range of 
activities carried out for children as opposed to 
adults where much more complex things arise. A 
form of incentive must be built in to get the most 
amount of activity out of individuals at the most 
cost-effective level. 

(Professor Brook) I want to add to what Professor 
Anderson was saying and say that within such an 
overall scheme it would be important to look to those 
with special needs and ensure that their needs were 
being met. We began with the question of caries and 
the decline that there has been. That has plateaued 
out and may even rise, but the important thing is that 
60 per cent of the remaining caries is concentrated in 
20 per cent of the population. In other words we do 
have high risk groups and it would be important in 
this overall scheme of things to look to those high risk 
groups, be they those with caries, those with 
periodontal disease or those with particular 
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handicaps who require care that could not be 
provided easily within the general dental services. So 
I would put that proviso within the idea of an overall 
budget. 

(Professor Smith) In the longer term I think the 
greatest good for the greatest number is achievable 
through prevention. 


Mr Bayley 


279. I just want to push this slightly further. I do 
not think it is just a matter of producing the greatest 
good for the greatest number, but it is producing the 
greatest good for the greatest number in those 
mouths that stand to benefit most from treatment. 
One of you earlier was saying that 60 per cent of the 
population regularly sees a _ general dental 
practitioner, but I suspect the populations Professor 
Anderson was talking about in inner city areas, 
where the highest incidence of caries tends to be 
found, are more likely to be in the 40 per cent. So 
what specifically can be done to target the dental 
health care that is needed on the people who need it 
most who, almost by definition, are those who do not 
go to dentists? Is it not important to have incentives 
in that field? 

(Professor Anderson) So you target the resources. 
That is where you have the contracts with the 
practitioners to undertake the work. 


280. So you are saying you would pay perhaps a 
differential rate, whatever it is, in certain areas 
among certain patients? 

(Professor Anderson) No, | am sorry. To go back 
to the FHSAs, the FHSAs should know the locations 
if there are principles set out and that is a policy 
statement, then the FHSAs will move towards it— 
there will have to be slow move towards it as with 
other things in the health service—contracting 
dentists under the health service to work in those 
locations. If dentists do not want to work in those 
locations— 


281. It is not just a geographical thing, though, is 
it? If one set up a practice in Swiss Cottage in London 
you might end up serving well-heeled Hampstead or 
down-at-heel Kilburn. 

(Professor Anderson) The contract that the 
practitioner enters into is for looking after those 
patients which it is Government policy to look after. 


282. Do others want to comment on that? 
(Professor Grant) | agree entirely with what 
Professor Anderson has said. In the Moss Side 


district of Manchester we have the second worst 
caries incidence rate in the entire country. It is right 
on the doorstep of my dental school which may not 
be a good advertisement for the dental school, but 
there are some seven languages spoken in that 
district, none of which is English. There are large 
groups of people who are very difficult to contact. 


283. Do you all share the view that it is important, 
whatever system of remuneration you have, that it 
has the incentives that targets care on the high risk 
groups? 

SEVERAL: Yes. 

Mr Sims: I was very interested in Professor 
Anderson’s vision of how the new dental service 
might be structured and I wondered whether other 
witnesses had their views. This is obviously the area 
that we are anxious to explore. 


Chairman 


284. Dead silence. 

(Professor Smith) It would, as Professor Anderson 
said, bring the provision of dental services much 
more into line with the current concepts that exist 
within most of the rest of the National Health 
Service. 


Mr Sims 


285. So you are endorsing his views? 
(Professor Smith) Yes. 


Chairman 


286. The Oral Health Strategy Group was set up in 
1991 and has still not reported. How could a totally 
new system of remuneration for the delivery of dental 
care in the 1990s be implemented without a view of 
this important document? 

(Professor Smith) 1 believe it is a fundamental 
underpinning of a new service to know what the 
thrust of that document is. 

Chairman: Thank you very much indeed. On 
behalf of the Committee I thank you Mr 
Cunningham and you Professor Grant very much 
indeed, together with your colleagues, for coming 
before us this afternoon. You have given us very full 
and detailed answers to our questions which will help 
us enormously in our inquiry. We are most grateful 
to you for giving up so much of your time. Thank you 
very much. 


Supplementary Memorandum Submitted by Professor C J Smith, Councils of Deans of Dental Schools 
(D021/A) 


1 It was evident that many lines of enquiry pursued were capable of only limited, anecdotal or subjective 


responses. 


2 The relative lack of objective data reflects the small amount of soundly based research into the 
effectiveness of dental health care services. This compares unfavourably with the situation in medicine. 


3 Resources available to Dental Schools for research purposes, which have never been large, have been 
used mainly in connection with investigating aspects of the causation, diagnosis, treatment and prevention of 
diseases of the mouth and teeth. These issues remain important. 
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4 New funding is therefore required to support facilities and personnel dedicated to the study of the most 
appropriate provision of dental services. Such studies should be concerned, inter alia, with the factors 
influencing the uptake, efficiency and effectiveness of these services. They would range across issues such as: 


— the types and distribution of health care personnel, 

— variations in patterns of disease, 

— the effect of socio-economic conditions, 

— regional differences, 

— alternative funding methods, 

— targetting certain patient groups, 

— and educational influences (both public and professional). 


5 These studies cannot be carried out in isolation. They would require close collaboration with other 
groups involved in related research, service and educational activities. For these reasons there would be merit 
in creating units within a university environment, preferably with the Dental School as a base. 


6 The Health Committee should give consideration, therefore, to recommending the establishment of a 
small number of academic units in Dental Schools to undertake dental health services research. These units 
could also fulfil valuable educational functions for both undergraduate and postgraduate dental students. 


7 Evaluation of the outcome of such an initiative would determine whether there would be merit in all 
Dental Schools taking on these responsibilities as a contribution to their regions. 


8 Future inquiries such as that upon which the Health Committee is now engaged would then have access 
to more comprehensive and robust data. 


December 1992 


Supplementary Memorandum Submitted by Professor R J Anderson, Central Committee for University 
Dental Teachers and Research Workers of the BDA (D020/A) 


When oral evidence was presented by the Central Committee for University Dental Teachers and Research 
Workers to the Select Committee on 2 December, I was asked by Mrs Roe whether it was true that there was 
a two year waiting list for primary care treatment at the Birmingham Dental Hospital, and the reason why 
the waiting time was so long. At that time I was unaware of the reasons for the length of the list and promised 
to send you this additional information. 


As I partially explained at the oral evidence, our undergraduate students are responsible for a group of 
patients for whom they have to provide treatment, in a manner similar to the way in which care is provided 
in General Dental Practice. The main disadvantage to the patient is that students under training have to be 
supervised at each stage of the treatment and thus each treatment session is considerably longer than it would 
be in General Dental Practice. 


The students undertake this care throughout their clinical course. When they start this aspect of their work 
their patients are allocated to them from the waiting list. This allocation takes place once a year and when it 
is completed there are usually very few individuals remaining on the list. From that moment new patients 
seeking treatment are added to the list but may remain on it for up to a year, until the following group of 
students are in a position to accept patients. Everyone on the list who has to wait this period of time is 
informed of the situation. 


We also have a group of patients who need advanced treatment and are treated by students in the final year 
of their course. This waiting list is the one that is two years long, however, it only contains 120 patients. The 
list is longer than we would wish but there are several contributing factors. 


The first is that we now have fewer students. The Department of Health recommendations were that we 
reduce our intake of students from 80 to 65. Having worked through this reduction our current intake is now 
65. Secondly, we were directed to lengthen our clinical course, thus students are now starting on the clinics 
two terms later than they have been previously. As a result, senior students are reaching the appropriate part 
of their course, when they are able to see patients from this list eight months later. This of course is a one-off 
situation but has contributed to the problem of the lengthening waiting list for these patients. Thirdly, we have 
introduced a new curriculum which is already working its way through the system and this slightly reduces the 
amount of time which students spend working on the clinics, which cumulatively also has an effect on the 
waiting list. 


These factors have contributed to the fact that we now have 120 patients who require advanced treatment, 
and are on a waiting list which is two years long. Although this situation is to be abhorred it is important to 
set this against the 12-13,000 patients who receive regular care from our dental students, and the fact that 
these regular care patients constitute less than one half of the total care provided by the Hospital. 


The situation is the cause of much concern and the problem is being addressed. All patients on this list are 
being informed of the situation and asked if they wished to remain on the list in spite of the delays. 
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I hope this explains the situation we find ourselves in, however, it is important that I point out that the 
Dental School and Hospital maintains an emergency service for all the patients on the waiting list. None of 
the 120 people involved has indicated they are in pain or in need of emergency treatment. 
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